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CAUSES OF DEATH AMONG JEWS IN NEW YORK CITY 


BY CHARLES BOLDUAN, M 


ECAUSE of the strict and detailed rules re- 
garding diet and hygiene observed by ortho- 
dox Jews, it seems pertinent to inquire whether 
there are any demonstrable differences in the 
mortality rates of various diseases between Jews 
and non Jews. 

In 1928, J. V. De Porte published the re- 
sults of a study on The Causes of Death Among 
Jews in New York State (Exclusive of New York 
City) during the year 1925. His study em- 
braced 557 Jewish deaths. In that paper he 
_ expressed regret that the Jewish deaths in New 
York City were not available. Our paper to- 
day is the result of that expression of regret. 

Besides De Porte, many others have made 
studies of the deaths among Jews. In his paper 
De Porte lists those made by Fishberg, Jacob 
Brill, Spivak, and Billings. Last year there ap- 
peared a book by Maurice Sorsby in which can- 
cer among the Jews is interestingly discussed. 

The study made by Dr. John S. Billings, Sur- 
geon General of the United States Army, was 
based on complete vital statistics gathered on 
over 10,000 Jewish families which had been in 
this country five or more years, on December 31, 
1889. 

The total number of persons enumerated was 
60,630 and the birth, death and marriage data 
covered the five-year period 1885-1889. This 
study showed that, as compared with the gen- 
eral population, the Jews had a lower marriage 
rate, a lower birth rate, and also a lower death 
rate. Their expectation of life was very much 
greater. They suffered more from diphtheria, 
the diarrheal diseases, diseases of the nervous 
system and from the cardiorenal diseases. On 
the other hand they suffered less from tuber- 
culosis. 

We must bear in mind that the Jewish pop- 
ulation, on which this study was based, was 
only 61,000. 

In 1925 the Jewish Communal Survey of 
Greater New York made a study of the death 
rates among Jews by age and sex. To get pop- 
- ulation figures by age and sex they selected cer- 
tain representative Jewish districts for which 
they obtained the New York State Census enu- 
merators’ schedules. By going through these 
schedules they were able to eliminate non Jew- 
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ish names. Next they went through all the 
death certificates on file in the Bureau of Ree- 
ords for the year 1925, and selected what they 
thought were Jewish deaths. From these Jew- 
ish deaths they selected only those of persons 
who had lived in the districts in which they were 
interested. They thus obtained sufficient data 
for analysis. They compared the Jewish death 
rates thus obtained for various causes with those 
of whites in the entire Death Registration Area 
using the mortality tables compiled by the Bu- 
reau of the Census. This comparison was most 
unfortunate, owing to the divergence in the 
method of classifying the causes of death em- 
ployed by the Bureau of the Census and the 
New York City Department of Health. In con- 
sequence of this, the results of the study lost 
much of their significance. In apoplexy, for 
example, the findings were entirely invalidated, 
and since this was included among diseases of 
the nervous system, it also invalidated the data 
for this group. 

In New York we now have the largest Jewish 
population ever collected in one city. Accord- 
ing to the calculation of the Jewish Communal 
Survey approximately one third of the entire 
population is Jewish. We have, to be sure, no 
accurate census figures and are, therefore, not 
in a position to give mortality rates based on 
population. We can, however, gain a great deal 
of valuable information by noting the relative 
frequency of various important diseases in the 
deaths of persons of certain age periods in the 
Jewish and non Jewish groups respectively. 
This is the plan which was followed by De Porte, 
to whose study we have already referred. 


Our study is based on 14,047 Jewish and 


27,186 white non Jewish deaths in the city of 


New York in 1931. During that year the total 
number of deaths in the city amounted to 77,418. 
Because of the limitations of our punch cards 
we did not include any accidental deaths (4,634 
in number) and we included no deaths of col- 
ored people (5,583 in number). The 41,233 
deaths embraced in this study, therefore, con- 
stitute a large proportion of the white deaths 
registered during 1931 and may be considered 
representative. A word of explanation as to the 
manner in which the two groups, Jewish and 
non Jewish, were obtained. Our death certifi- 
cates give information as to the places of burial. 
By compiling a list of cemeteries we were able 
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to classify these into (a) strictly Jewish ceme-, 
teries, (b) strictly non Jewish cemeteries, i.e., 
Christian sectarian and (c) others. Under class 
b we group Catholic cemeteries and certain other 
Christian sectarian cemeteries in which there 
are no Jewish interments. Our study is based 
entirely on groups a and b. 

For all causes of death combined (exclusive 
of accidental deaths) the age and sex distribu- 
tion of the deaths of Jews and white non Jews 
is as follows: 


AGE AND SEX DISTRIBUTION OF 41,233 DEATHS, 
NEW YORK CITY, 1931 


White 
Jews Non Jews 
Male Female Male Female 

Under 5 years 700 603 1882 1443 
5-9 144 126 253 223 
10-14 97 79 178 158 
15-19 122 92 259 270 
20-24 132 155 337 450 
25-29 118 159 373 478 
30-34 200 205 455 483 
35-39 267 248 626 624 
40-44 396 283 825 660 
45-49 512 397 1094 905 
50-54 718 504 1228 1011 
55-59 842 646 1299 1082 
60-64 931 853 1474 1421 
65-69 824 774 1280 1336 
70-74 674 689 1054 1210 
75-79 374 402 626 811 
80-84 213 256 353 498 
85 and over 141 171 184 343 

Total 7405 6642 13780 13406 


Some idea of the magnitude of the data here 
presented may be gained from the following 
summary of deaths charged to the various 
causes. 


reaches its peak at 60-64 when 120 deaths from 
diabetes are noted per 1000 Jewish female deaths 
from all causes at this age period. The rate 
for non Jewish females does not rise over 65 
per 1000 at any time. Among Jewish males 
the rise in diabetes deaths is more gradual and 
at no time does it rise above 45 per 1000 deaths 
from all causes. Among non Jewish males the 
rate is still lower ranging between 15 and 30 
per 1000 deaths. 


Tuberculosis —all forms (444 Jewish and 
1978 non Jewish deaths). At practically every 
age period the deaths of tuberculosis constitute 
a smaller proportion of all deaths at a given 
age period among Jews than among non Jews. 
Tuberculosis was responsible for 400 out of 
every 1000 deaths of white non Jewish females 
in the age group 15-19, this being the peak. 
Tuberculosis was responsible for 208 out of 1000 
deaths of Jewish females in the age group 20- 
24, this representing the peak for Jewish fe- 
males. Tuberculosis caused 312 out of each . 
1000 deaths of non Jewish white males in the 
age group 20-24, this being the peak for non 
Jewish males; it caused 205 out of each 1,000 
deaths of Jewish males in the age group 25-29, 
this being the peak for Jewish males. 

With very few exceptions this relationship 
held for all the various age groups. Between 
the ages of 30 and 50 among the non Jewish 
male deaths, tuberculosis was approximately 
three times more frequent than among the Jew- 
ish male deaths; among the females the differ- 
ences were not so striking. 

In other words the death toll of tuberculo- 
sis was decidedly less among the Jews and the 
peak was five years later. 


DEATHS OF JEWS AND 


NON-JEWS—BY CAUSE 


Jewish Non Jewish 
Number Per Cent Number Per Cent 
Diabetes 602 4,29 670 2.45 
Tuberculosis all forms 444 3.16 1,978 7.28 
The Pneumonias 1,451 10.33 3,928 14.45 
Cancer 2,057 14.64 2,923 10.75 
Diseases of the Liver 217 1.54 488 1.79 
Syphilitic Diseases incl. Locomotor Ataxia and 
General Paresis 78 .56 214 .79 
Dis. of Nervous System excl. Apoplexy, Loco- 
motor Ataxia and General Paresis............ 409 2.91 565 2.09 
Suicides 246 1.75 332 1.22 
Cardio-Arterio-Renal Dis. incl. Apoplexy..... 5,729 40.78 10,107 37.18 
All other Causes—excl. Accid. 2,814 20.03 5,981 22.00 
Total All Causes (Excl. Accid.) 14,047 100% 27,186 100% 


ABSTRACT OF RESULTS OF THE INQUIRY 

Diabetes (602 Jewish and 670 non Jewish 
deaths). From what has long been known about 
diabetes it is not surprising to see a marked 
difference in the frequency of diabetes as a cause 
of death between the Jews and non Jews. Among 
the deaths of Jewish females the frequency of 
diabetes rises rapidly after age 40-44 and 


The Pneumonias (1451 Jewisii and 3928 non 
Jewish deaths). With slight variations through- 
out all the age periods, deaths from pneumonia 
appear less frequently among the Jews. In both 
groups, in almost all the age periods, the male 
deaths are more frequent than the female deaths. 
Are these findings related to those in tuber- 
culosis? Do they indicate a higher resistance 
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of the respiratory apparatus among Jews? To 
what extent does occupation play a part? These 
are questions which require more abundant ma- 
terial for analysis. 


Cancer (2057 Jewish and 2923 non Jewish 


peak at age 50-54 when it causes not quite 200 
out of 1000 deaths of non Jewish females 
in that age period. Similarly among males, the 
eancer deaths rise more abruptly and higher in 
the Jews than in the non Jews, the peak be- 


DIABETES 
City oF New York, 1931 


Number of Deaths 


Per Mille Distribution of Deaths at Each Age 


Non Jewish Non Jewish 

Jewish Whites Jewish Whites 

Males Females Males Females Males Females Males Females 

Under Five Years 0 0 2 0 0 0 1.1 0 

5- 9 0 0 1 0 0 0 4.0 0 
10-14 0 1 0 1 0 12.7 0 6.3 
15-19 1 3 1 1 8.2 32.6 3.9 3.7 
20-24 1 2 0 4 7.6 12.9 0 8.9 
25-29 0 0 4 2 0 0 10.7 4.2 
30-34 1 1 1 2 5.0 4.9 2.2 4.1 
35-39 3 3 5 7 11.2 12.1 © 8.0 11.2 
40-44 5 7 7 13 12.6 24.7 8.5 19.7 
45-49 10 25 18 36 19.5 63.0 16.5 39.8 
50-54 18 48 18 68 25.1 95.2 14.7 67.3 
55-59 36 72 25 72 42.8 111.5 19.3 66.5 
69-64 35 100 31 92 37.6 117.2 21.0 64.7 
65-69 39 67 41 75 47.3 86.6 32.0 56.1 
70-74 16 55 21 64 23.7 79.8 19.9 52.9 
75-79 13 25 14 25 34.8 62.2 22.4 30.8 
80-84 3 10 3 12 14.1 39.1 8.5 24.1 
85 and Over 1 1 0 4 7.1 5.8 0 11.7 
All Ages 182 420 192 478 24.6 63.2 13.9 35.7 

ALL FORMS OF TUBERCULOSIS (24-32) 
City oF New York, 1931 
Number of Deaths Per Mille Distribution of Deaths at Each Age 

Non Jewish Non Jewish 

Jewish Whites Jewish Whites 

Males Females Males Females Males Females Males Females 

Under Five Years 7 2 48 37 10.0 3.3 25.5 25.6 
5- 9 3 1 11 12 20.8 7.9 43.5 53.8 
10-14 6 2 6 12 61.9 25.3 33.7 75.9 
15-19 7 10 45 108 57.4 108.7 173.7 400.0 
20-24 11 32 105 154 83.3 206.5 311.6 342.2 
25-29 24 23 100 117 203.3 144.7 268.1 244.8 
30-34 14 25 108 83 70.0 68.3 237.4 171.8 
35-39 22 13 122 70 82.4 52.4 194.9 112.2 
40-44 24 11 139 53 60.6 38.9 168.5 80.3 
45-49 29 8 161 54 56.6 20.2 147.2 59.7 
50-54 44 10 111 35 61.3 19.8 90.4 34.6 
55-59 25 10 86 39 29.7 15.5 66.2 36.0 
60-64 25 14 59 22 26.9 16.4 40.0 15.5 
65-69 14 12 30 17 17.0 15.5 23.4 12.7 
70-74 6 3 16 9 . 8.9 4.4 15.2 7.4 
75-79 2 2 0 4 5.3 5.0 0 4.9 
80-84 1 0 2 1 4.7 0 5.7 2.0 
85 and Over 2 0 0 2 14.2 0 0 5.8 
All Ages — 266 178 1149 829 35.9 26.8 83.4 61.8 


deaths). The frequency of cancer as a cause of 
death is relatively low up to about age 25-29. 
In the Jewish females the frequency then rises 
sharply to a peak in the period 40-44 at which 
time it reaches 275 per 1000 Jewish female 
deaths in that age period. Among the non 
Jewish females cancer rises more slowly to a 


ing much later than among females. Up to age 
65 cancer deaths are more frequent among the 
females; after that the males show the greater 
frequency. 

We have subjected the cancer deaths to fur- 
ther analysis by site, and present the follow- 
ing summary of the results: 
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Cancer of the Digestive Tract and the Perit- 
oneum (1239 Jewish and 1542 non Jewish 
deaths). In Jewish males the per mille dis- 
tribution of such cancers at age 35 to 39 is 82.4 
as against 28.8 among non Jews. In succeeding 


son of the female deaths of cancer of the di- 
gestive tract, though the per mille distribution 
‘is somewhat higher than it is in males, and the 
peak is reached at age 55-59, that is, fifteen years 
earlier. The ‘‘rate’’ among Jewish females av- 


THE PNEUMONIAS (107-109) 
City oF New York, 1931 


Number of Deaths 


Per Mille Distribution of Deaths at Each Age 


Non Jewish Non Jewish 
Jewish Whites Jewish Whites 
Males Females Males Females Males Females Males Females 
Under Five Years 153 186 613 519 218.6 308.5 325.7 359.7 
5-9 10 18 43 42 69.4 142.9 170.0 188.3 
10-14 8 14 28 28 82.5 177.2 157.3 177.2 
15-19 17 10 38 29 139.3 108.7 146.7 107.4 
20-24 14 12 47 45 106.1 77.4 139.5 100.0 
25-29 15 17 58 52 127.1 106.9 155.5 108.8 
30-34 19 12 83 67 95.0 58.5 182.4 138.7 
35-39 18 18 108 83 67.4 72.6 172.5 133.0 
40-44 40 22 129 67 101.0 77.7 156.4 101.5 
45-49 37 28 176 96 72.3 70.5 160.9 106.1 
50-54 47 37 155 94 65.5 73.4 126.2 93.0 
55-59 57 46 155 108 67.7 71.2 119.3 99.8 
60-64 82 66 154 148 88.1 77.4 104.5 104.2 
65-69 64 73 104 142 77.7 94.3 81.3 106.3 
70-74 63 64 89 126 93.5 92.9 84.4 104.1 
75-79 44 46 65 67 117.7 114.4 103.8 82.6 
80-84 24 27 43 58 112.7 105.5 121.8 116.5 
85 and Over 21 22 21 48 148.9 128.7 114.1 139.9 
All Ages 733 718 2109 1819 99.0 108.1 153.1 135.7 
CANCER (ALL SITES) 
City oF New York, 1931 
Number of Deaths Per Mille Distribution of Deaths at Each Age 
Non Jewish Non Jewish 
Jewish Whites Jewish Whites 
Age Males Females Males Females Males Females Males Females 
Under 5 Years 3 0 7 3 4.3 0.0 3.7 2.1 
5- 9 2 0 7 5 13.9 0.0 27.7 22.4 
10-14 2 5 3 3 20.6 63.3 16.9 19.0 
15-19 7 5 4 q 57.4 54.4 15.4 25.9 
20-24 9 4 7 2 68.2 25.8 20.8 4.4 
25-29 8 10 10 13 67.8 62.9 26.8 27.2 
30-34 19 37 23 45 95.0 180.5 50.6 93.2 
35-39 34 46 28 80 127.3 185.5 44.7 128.2 
40-44 62 77 54 109 156.6 272.1 65.4 165.2 
45-49 75 101 111 176 146.5 254.4 101.5 194.5 
50-54 124 115 170 199 172.7 228.2 138.4 196.8 
55-59 149 150 186 204 177.0 232.2 143.2 188.5 
60-64 168 173 242 246 180.4 202.8 164.2 173.1 
65-69 147 138 213 201 178.4 178.3 166.4 150.4 
70-74 128 95 155 160 189.9 137.9 147.1 132.2 
75-79 52 45 66 92 139.0 111.9 105.4 113.4 
80-84 14 26 22 44 65.7 101.6 62.3 88.4 
85 and Over 13 14 6 20 92.2 81.9 32.6 58.3 
Total 1016 1041 1314 1609 137.2 156.7 95.4 120.0 


5 year age periods it rises gradually to a peak 
of 126.1 at age 70-74. Among the non Jews it 
also rises, the peak being at the same age pe- 
riod, but only 104.4 per 1000. On the whole the 
‘‘rate’’ is about 50 per cent higher among the 
Jewish males. 


A similar picture is furnished by a compari- 


 erages more than 50 per cent above that among 
Jewish males. 

Cancer of the Respiratory System (202 Jew- 
ish and 165 non Jewish deaths). The figures 


are small and the observed difference between 
Jews and non Jews may not be significant. So 
far as they go they show a greater proportion 


| 
| 


VOL. 208 
NO. 8 


DEATH AMONG JEWS IN NEW YORK CITY—BOLDUAN AND WEINER 


411 


of such deaths among Jewish males than among 
non Jewish males; more also among Jewish fe- 
males than among non Jewish females; and in 
both Jewish and non Jewish definitely more such 
deaths among males than among females. 


In some age groups the difference is considerably 
greater. These findings agree with those re- 
cently published by Sorsby in his book ‘‘Can- 
cer and Race.’’ 


In Cancer of the Breast (139 Jewish and 


CANCER OF THE DIGESTIVE TRACT AND THE PERITONEUM (46) 
City oF New York, 1931 


Number of Deaths 


Per Mille Distribution of Deaths at Each Age 


Non Jewish Non Jewish 

Jewish Whites Jewish Whites 

Males Females Males Females Males Females Males Females 

Under Five Years 1 0 1 1 1.4 0 0.5 0.7 

5- 9 0 0 1 0 0 0 4.0 0 
10-14 0 0 0 1 0 0 0 6.3 
15-19 1 0 2 1 8.2 0 7.7 3.7 

20-24 5 3 4 0 37.9 19.4 11.9 0 
25-29 2 4 3 5 16.9 25.2 : 8.0 10.5 
30-34 9 11 13 15 45.0 53.7 28.6 31.1 
35-39 22 19 18 28 82.4 76.6 28.8 44.9 
40-44 37 33 32 43 93.4 116.6 38.8 65.2 
45449 50 47 72 62 97.7 118.4 65.8 68.5 
50-54 83 64 103 74 115.6 127.0 83.9 73.3 
55-59 88 85 116 104 104.5 131.6 89.3 96.1 
60-64 113 99 146 129 121.4 116.1 99.1 90.8 
65-69 95 94 129 100 115.3 121.4 100.8 74.9 
70-74 85 75 110 88 126.1 108.9 104.4 72.7 
75-79 35 33 33 58 93.6 82.1 52.7 71.5 
80-84 7 21 12 24 32.9 82.0 34.0 48.2 
85 and Over 8 10 2 12 56.7 58.5 10.9 35.0 
Total All Ages 641 598 797 745 86.6 90.0 57.8 55.6 


CANCER OF THE RESPIRATORY SYSTEM (47) 
City oF NEw York, 1931 


Number of Deaths 


Per Mille Distribution of Deaths at Each Age 


Non Jewish Non Jewish 
Jewish Whites Jewish Whites 
Males Females Males Females Males Females Males Females 
Under Five Years 0 0 0. 0 0 0 0 0 
5- 9 0 0 0 0 0 0 0 0 
10-14 1 0 1 0 10.3 0 5.6 0 
15-19 2 1 1 2 16.4 10.9 3.9 7.4 
20-24 2 0 1 0 15.2 0 3.0 0 
25-29 0 0 2 0 0 0 5.4 0 
30-34 1 4 1 0 5.0 19.5 2.2 0 
35-39 5 1 3 3 18.7 4.0 4.8 4.8 
40-44 10 2 4 9 25.3 7.1 4.8 13.5 
45-49 11 8 11 8 21.5 20.2 10.1 8.8 
50-54 17 5 21 7 23.7 9.9 17.1 6.9 
55-59 23 12 17 5 27.3 18.6 13.1 4.6 
60-64 24 11 25 7 25.8 12.9 17.0 4.9 
65-69 25 9 13 5 30.3 11.6 10.2 3.7 
70-74 17 3 7 2 25.2 4.4 6.6 1.7 
75-79 5 2 7 1 13.4 5.0 11.2 1.2 
80-84 0 0 1 1 0 0 2.8 2.0 
85 and Over 1 0 0 0 7.1 0 0 0 
Total All Ages 144 58 115 50 19.4 8.7 8.3 3.7 


Cancer of the Uterus (78 Jewish and 281 non 
Jewish deaths). It appears to be more prevalent 
among non Jewish females than among the 
Jewish. Though the ‘‘rates’’ are irregular, ow- 
ing to the small numbers involved, the figures 
for the non Jews are generally more than 50 
per cent higher than those among the Jews. 


279 non Jewish deaths) the deaths are more 
prevalent among the Jews up to about age 45. 
Thereafter the prevalence diminishes among the 
Jewish women, while it still increases among 
the non Jewish, with the result that in the higher 
age groups, 50 and over, this form of cancer 
is more prevalent among the non Jewish fe- 
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male deaths. Sorsby reports cancer of the breast; Cancer of Other Female Genital Organs (58 
regularly higher among Jewish females than} Jewish and 74 non Jewish deaths). So far as 
among the non Jewish. the figures go, they show a greater prevalence 

On the basis of further study, with a large|of this form of cancer among the Jews than 


CERTAIN TYPES OF CANCER AaMONG WHITE FEMALES 
Ciry oF New York, 1931 


Cancer of the Cancer of the Female Cancer of the 
Uterus (48) Genital Organs (49) Breast (50) 
Number’ Per Mille Number’. Per Mille Number’ Per Mille 
of Dis- of Dis- of Dis- ' 
Deaths tribution Deaths tribution Deaths tribution 
Under Five Years 0 0 0 0 0 0 0 0 0 0 0 0 
5- 9 0 0 0 0 0 0 0 0 0 0 0 0 
10-14 0 0 0 0 0 1 0 6.3 1 0 12.7 0 
15-19 0 1 0 3.7 2 2 21.7 7.4 0 0 0 0 
20-24 0 0 0 0 1 1 6.5 2.2 0 0 0 0 
25-29 1 3 6.3 6.3 1 0 6.3 0 2 2 12.6 4.2 
30-34 2 7 9.8 14.5 6 2 29.3 4.2 9 14 4389 29.0 
35-39 2 323 8.1 36.9 4 6 16.1 9.6 15 15 60.5 24.0 
40-44 10 25 35.3 37.6 6 2 21.2 3.0 21 22 74.2 33.1 
45-49 9 44 22.7 48.6 10 11 £25.2 12.2 16 39 40.3 43.1 
50-54 8 47 15.9 46.5 9 14 179 13.8 12 41 23.8 40.6 
55-59 4 31 6.2 28.7 2 6 3.1 5.5 24 39 37.2 36.0 
60-64 18 37 211 #26.0 8 6 9.4 4.2 16 40 18.8 28.1 
65-69 9 26 116 419.5 7: 9.0 9.0 7 - 28 9.0 21.0 
70-74 6 20 8.7 16.5 1 8 1.5 6.6 7 24 #102 19.8 
75-79 2 10 5.0 12.3 0 1 0 1.2 6 11 149 13.6 
80-84 2 6 7.8 12.0 0 2 0 4.0 1 3 3.9 6.0 
85 and Over 1 1 5.8 2.9 1 0 5.8 0 2 1 11.7 2.9 
Total All Ages 74 281 111 &421.0 58 74 8.7 5.5 139 279 20.9 20.8 
CANCER OF BUCCAL CAVITY (45) 
City or New York, 1931 ; 
Number of Deaths _ Per Mille Distribution of Deaths at Each Age 
Non Jewish Non Jewish 
Jewish Whites Jewish Whites 
Males Females Males Females Males Females Males Females 
Under Five years 0 0 0 0 0 0 0 0 
5- 9 0 0 0 1 0 0 0 4.5 
10-14 0 1 0 0 0 12.7 0 0 
15-19 0 0 0 0 0 0 0 0 
20-24 0 0 0 1 0 0 0 2.2 
25-29 0 0 0 2 0 0 0 4.2 
30-34 0 1 1 0 0 4.9 2.2 0 — 
35-39 2 0 0 0 7.5 0 0 0 
40-44 2 2 1 0 5.1 7.1 1.2 0 
45-49 2 1 14 1 3.9 2.5 12.8 1.1 
50-54 3 0 14 2 4.2 0 11.4 2.0 
55-59 8 1 18 5 9.5 1.5 13.9 4.6 
60-64 1 2 24 3 1.1 2.3 16.3 2.1 
65-69 0 2 24 Z 0 2.6 18.8 1.5 
70-74 2 0 10 4 3.0 0 9.5 3.3 
75-79 1 0 5 0 2.7 0 8.0 0 
80-84 0 0 4 0 0 0 11.3 0 
85 and Over 0 0 2 0 0 0 10.9 0 
All Ages 21 10 117 21 2.8 1.5 8.5 1.6 


number of deaths, this finding should be in-| among the non Jews, the figures among the for- 
vestigated with a consideration of the incidence | mer being usually 50 per cent higher. 

of breast nursing, if such information can be| Cancer of the Male Genital Organs (144 Jew- 
obtained. | ish and 181 non Jewish deaths). In this form 
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CANCER OF MALE GENITAL ORGANS— 
WHITES ONLY (51) 


City or New York, 1931 


Number of Per Mille Dis- 
Deaths tribution , 
Jew- Non Jew- Non 
ish Jewish ish Jewish 
Under Five Years 1 3 1.4 1.€ 
5- 9 1 1 6.9 4.0 
10-14 0 0 0 0 
15-19 1 1 8.2 3.9 
20-24 1 1 7.6 3.0 
25-29 2 2 16.9 5.4 
30-34 5 4 25.0 8.8 
35-39 2 4 7.5 6.4 
40-44 7 8 17.7 9.7 
45-49 2 10 3.9 9.1 
50-54 12 20 16.7 16.3 
55-59 21 17 24.9 13.1 
60-64 27 29 29.0 19.7 
65-69 23 39 27.9 30.5 
70-74 20 22 29.7 20.9 
75-79 8 14 21.4 22.4 
80-84 7 5 32.9 14,2 
85 and Over 4 1 
Total All Ages 144 181 19.4 13.1 


Diseases of the Liver (217 Jewish and 488 
non Jewish deaths). Inasmuch as the total num- 
ber of deaths from this cause is small, the fol- 
lowing comparisons must be regarded as sug- 
gestive rather than conclusive. Among the 
males, in almost all age groups, the prevalence 


of this cause of death is generally somewhat 


lower among the Jews than among the non 
Jews. Among the females up to age 50 it is 
higher among Jews, after which time the rela- 
tion is reversed. As one examines the curves 
one finds that the curve for non Jewish fe- 
males has approximately the same character and 
magnitude as that for Jewish females, but 
reaches its peak some fifteen years later. 


Syphilitic Diseases (78 Jewish and 214 non 
Jewish deaths). Here, too, the total number of 
deaths is so small that the figures regarding 
prevalence in the various age groups are sug- 
gestive only. The results, however, agree with 
observations previously made in the Department 
of Health, namely, that syphilitic disease is less 
common among Jews than among non Jews. In 


DISEASES OF THE LIVER, ETC. (124-127) 
City oF New York, 1931 


Number of Deaths 


Per Mille Distribution of Deaths in Age Group 


Non Jewish Non Jewish 

Jewish Whites Jewish Whites 

Males Females Males Females Males Females Males Females 

Under Five Years 1 1 1 0 1.4 1.7 5 0 

5- 9 1 0 1 0 6.9 0 4.0 0 
10-14 1 1 0 1 10.3 12.7 0 6.3 

15-19 0 0 1 0 0 0 3.9 0 
20-24 2 1 0 5 15.2 6.4 0 11.1 
25-29 0 5 1 9 0 31.4 2.7 18.8 
30-34 3 7 10 12 15.0 34.2 22.0 24.8 
35-39 5 12 11 22 18.7 48.4 17.6 35.3 
40-44 6 13 17 27 15.2 45.9 20.6 40.9 
45-49 10 16 26 31 19.5 40.3 23.8 34.3 
50-54 11 19 18 48 15.3 37.7 14.7 47.5 
55-59 7 14 31 32 8.3 21.7 23.9 29.6 
60-64 10 15 37 47 10.7 17.6 25.1 33.1 
65-69 10 13 12 30 12.1 16.8 9.4 22.5 
70-74 7 11 18 16 10.4 16.0 17.1 13.2 
75-79 2 6 7 9 5.3 14.9 11.2 11.1 
80-84 3 2 2 5 1.4 7.8 5.7 10.0 

85 and Over 0 2 1 0 0 5.8 5.4 0 
All Ages 79 138 194 294 10.7 20.8 14.1 21.9 


of cancer the figures are generally about 50 per 
eent higher among the Jews. The peak figures 
at age 65-69 are approximately the same in Jews 
and non Jews, but below this age those for the 
Jews are considerably higher than those for 
non Jews. 


Cancer of the Buccal Cavity (31 Jewish and 
138 non Jewish deaths). Confining our atten- 
tion to the age groups from 50 to 69, in which 
the figures appear to be sufficiently large to be 
significant, we find markedly higher prevalence 
(three or four times) among the non Jewish 
males than among Jewish males. Also, in both 
Jews and non Jews the figures are considerably 
higher among males than among females. 


general the ‘‘rate’’ among the male deaths was 
from 25 to 50 per cent higher among non Jew- 
ish males than among Jewish males; a similar 
relation was found among the females. On the 
whole the ‘‘rate’’ was approximately twice as 
high among males as among females. 


Diseases of the Nervous System (409 Jew- 
ish and 565 non Jewish deaths). (Excepting 
apoplexy, locomotor ataxia, and general pare- 
sis.) Before age 25 there is a striking differ- 
ence in the prevalence of deaths due to dis- 
ease of the nervous system among Jews and 
non Jews. Thus at ages under 5, among non 
Jews, males or females, there are 80 such deaths 
per 1,000 at that age, among Jewish females 
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there are 180 and among Jewish males over 250 
such deaths per 1,000 from all causes at that 
age. This difference, though to a somewhat less 
degree continues through the next three age pe- 
riods. At age 20-24 the Jewish females have 


the figures for this cause of death it must be 
noted that the numbers in the various age groups. 
are not large. This of course impairs their sig- 
nificance. 


Suicides (246 Jewish and 332 non Jewish 


SYPHILIS, LOCOMOTOR ATAXIA, AND GENERAL PARESIS (34, 80, 83) 
City oF NEw 1931 


Number of Deaths 


Per Mille Distribution of Deaths at Each Age 


Non Jewish Non Jewish 
Jewish _ Whites Jewish Whites 
Males Females Males Females Males Females Males Females 
Under Five Years 3 1 7 7 4.3 1.7 3.7 4.9 
5- 9 0 0 0 0 0 0 0 0 
10-14 0 0 0 1 0 0 0 6.3 
15-19 0 0 0 0 0 0 0 0 
20-24 0 0 3 1 0 0 8.9 2.2 
25-29 1 1 4 3 8.5 6.3 10.7 6.3. 
30-34 4 0 11 2 20.0 0 24.2 4.1 
35-39 4 1 9 9 15.0 4.0 14.4 14.4 
40-44 6 2 32 0 15.2 7.1 38.8 0 
45-49 9 2 23 9 17.6 5.0 21.0 9.9 
50-54 11 3 22 10 15.3 6.0 17.9 9.9 
55-59 7 2 21 2 8.3 3.1 16.2 1.8 
60-64 7 2 17 2 7.5 2.3 11.5 1.4 
65-69 9 0 7 3 10.9 0 5.5 2.2 
70-74 1 1 6 1 1.5 1.4 5.7 8 
75-79 0 0 0 1 0 0 0 1.2 
80-84 1 0 1 0 4.7 0 2.8 0 
85 and Over 0 0 0 0 0 0 0 0 
All Ages 63 15 163 51 8.5 2.3 11.8 3.8 


‘DISEASES OF NERVOUS SYSTEM (EXCLUSIVE OF APOPLEXY, LOCOMOTOR ATAXIA AND G. P.) 
| 78, 79, 81, 82, 84-89 EXCLUSIVE OF 824A, 80, 83 
City oF NEw York, 1931 


Number of Deaths 


Per Mille Distribution of Deaths at Each Age 


Non Jewish Non Jewish 
Jewish Whites Jewish Whites 
Males Females Males Females Males Females Males Females 

Under Five Years 45 30 74 45 64.3 49.8 39.3 31.2 
5- 9 37 23 21 19 256.9 182.5 83.0 85.2 
10-14 14 4 14 144.3 50.6 78.7 44.3 
15-19 12 5 14 9 98.4 54.4 54.1 33.3 
20-24 10 16 12 75.8 103.2 35.6 20.0 
25-29 5 6 18 20 42 37.7 48.3 41.8 
30-34 9 12 15 14 45.0 58.5 33.0 29.0 
35-39 7 9 22 16 26.2 36.3 35.1 25.6 
40-44 14 10 23 21 35.4 35.3 27.9 31.8 
45-49 12 9 14 12 23.4 22.7 12.8 13.3 
50-54 13 4 10 14 18.1 7.9 8.1 13.9 
55-59 12 17 12 14 14.3 26.3 9.2 12.9 
60-64 9 11 17 18 9.7 12.9 11.5 12.7 
65-69 6 10 13 22 7.3 12.9 10.2 16.5 
70-74 7 11 6 15 10.4 16.0 5.7 12.4 
75-79 6 6 4 8 16.0 14.9 6.4 9.9 
80-84 2 3 2 6 9.4 11.7 5.7 12.0 
85 and Over 2 1 2 3 14.2 5.8 10.9 8.7 
All Ages 222 187 293 272 30.0 28.2 21.3 20.3 


the greatest proportion of deaths from diseases) deaths). In view of what has been suggested 


of the nervous system, 100 per 1,000 deaths, as 
against 75 per 1,000 deaths among Jewish males. 
The non Jews at this age period show 20 per 
1,000 for the females and 40 per 1,000 for the 
males. After age 25 the rates for Jews and non 
Jews are practically the same. In considering 


about the higher lability of the nervous system 
of the Jews, it is interesting to note that suicides 
are more frequent among the Jewish deaths, 
both male and female, than among the non Jews. 
Whether our figures reflect the true condition 
is not certain. It must be borne in mind that 
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our rion Jewish records pertain to individuals 
buried in sectarian Christian cemeteries and that 
there are restrictions relating to the burial of 
suicides. Taking our figures for what they are 
worth they indicate double the frequency of 
suicide among the Jewish deaths. 


Jewish males, and up to age 45 they appear 
least frequently among Jewish females. The 
differences, however, between Jews and non Jews 
are not striking and do not appear to be sig- 
nificant. 

It is clear that an unusual disparity in the 


SUICIDES (163-171) 
City oF New York, 1931 


Number of Deaths 


Per Mille Distribution of Deaths at Each Age 


Non Jewish Non Jewish 

Jewish Whites Jewish Whites 

r Males Females Males Females Males Females Males Females 

Under Five Years 0 0 0 0 0 0 0 0 
5- 9 0 0 0 0. 0 0 0 0 
10-14 1 0 0 1 10.3 0 0 6.3 
15-19 4 3 3 3 32.8 32.6 11.6 11.1 
20-24 7 6 8 13 53.0 38.7 23.7 28.9 
25-29 6 8 17 14 50.9 50.3 45.6 29.3 
30-34 16 10 17 9 80.0 48.8 37.4 18.6 
35-39 21 5 25 14 78.7 20.2 39.9 22.4 
40-44 18 4 21 8 45.4 14.1 25.4 12.1 
45-49 27 5 26 10 52.7 12.6 23.8 11.1 
50-54 27 9 26 8 37.6 17.9 21.2 7.9 
55-59 25 3 36 & 29.7 4.6 27.7 7.4 
60-64 13 4 22 6 14.0 4.7 14.9 4.2 
65-69 11> 3 15 3 13.4 3.9 11.7 2.3 
70-74 5 2 9 2 7.4 2.9 8.5 1.7 
75-79 1 a | 3 2 2.7 2.5 4.8 2.5 
80-84 0 1 2 0 0 3.9 5.7 0 
85 and Over 0 0 0 1 0 0 0 2.9 
All Ages 182 64 230 102 24.6 96 16.7 7.6 

APOPLEXY, DISEASES OF CIRCULATORY SYSTEM, AND CHRONIC NEPHRITIS 


(82A, 90-103, 131) 


m City oF New York, 1931 
Number of Deaths Per Mille Distribution of Deaths at Each Age 
Non Jewish Non Jewish 
Jewish Whites Jewish Whites 
Males Females Males Females Males Females Males Females 

Under Five Years 9 7 21 12 12.9 11.6 11.1 8.3 
5 9 15 5 17 22 104.2 39.7 67.2 98.7 
10-14 11 13 31 42 113.4 164.6 174.2 265.8 
15-19 28 20 54 36 229.5 217.4 208.5 133.3 
20-24 38 29 63 62 287.9 187.1 186.9 137.8 
25-29 29 32 62 82 245.8 201.3 166.2 171.6 
30-34 43 40 62 79 215.0 195.1 136.3 163.6 
35-39 76 69 137 136 284.6 278.2 218.9 218.0 
40-44 142 78 189 197 358.6 275.6 229.1 298.5 
45-49 226 131 345 326 441.4 330.0 315.4 360.2 
50-54 336 197 509 “406 468.0 390.9 414.5 401.6 
55-59 437 275 581 487 519.0 425.7 447.3 450.1 
60-64 473 400 729 716 508.1 468.9 494.6 503.9 
65-69 428 403 700 733 519.4 520.7 546.9 548.7 
70-74 375 391 620 728 556.4 567.5 588.2 601.7 
75-79 220 243 416 553 588.2 604.5 664.5 681.9 
80-84 141 169 250 339 662.0 660.2 708.2 680.7 
85 and Over 89 111 129 236 631.2 649.1 701.1 688.0 
All Ages 3116 2613 4915 5192 420.8 393.4 356.7 387.3 


Cardio-arterio-renal disease (including apo- 
plexy) (5,729 Jewish and 10,107 non Jewish 
deaths). Our analysis fails to show any great 
difference in the relative frequency of these 
deaths among Jews and non Jews. Up to age 
60 these deaths appear more frequently among 


prevalence of some particular cause of death in 
either of the two groups being compared, will 
influence the per mille distribution of the other 
causes of death. We have sought to make a 
correction for this source of error by calculat- 
ing the distribution of a particular cause of 
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death after deducting from the total deaths in 
each age, sex, and race period the particular 
cause which showed a marked disparity in Jews 
and non Jews. Thus, in calculating the distribu- 
tion of cardio-arterio-renal disease, we have first. 
subtracted from the total deaths in each age, 
sex and race group, all the deaths from diabetes, 
because the latter is so very prevalent among 
Jewish females. When one considers that the 
total number of deaths from diabetes, all ages, 
both sexes, Jews and non Jews was only 1,272, 
it will be clear that the effect of the per mille 
distribution of the cardio-arterio-renal deaths 
was very slight. A similar procedure, leaving 
out deaths from tuberculosis, also failed to 


change the results for other diseases materially. 

To sum up: Our study reveals significant 
differences in the mortality distribution of cer- 
tain causes of death among Jews and non Jews 
and differences which may or may not be sig- 
nificant in a number of additional causes. It 
is hoped that the statistical material here pre- 
sented will be the starting of detailed studies 
to determine whether and how these differences 
are related to practices in diet and hygiene and 
heredity among the Jews, or whether some 
other adequate explanation can be discovered. 
We plan to continue the compilations so that 
a sufficiently large number of deaths will give 
all our figures significance. 


1932 PROVES THE BEST HEALTH YEAR 


In no previous year has the health record of the 
industrial populations of the United States and Can- 
ada equalled that of 1932. 

This is clearly indicated by the mortality experi- 
enced by the many millions of Industrial policyhold- 
ers of the Metropolitan Life Insurance Company. 
Their deathrate for the year was at the unprecedent- 
ed figure of 8.34 per 1,000 living, at ages one and 
over—lower by a narrow margin than the previous 
minimum of 8.37, registered in 1930. 

New minima were recorded for nine important 
causes of death, namely, typhoid fever, measles, 
whooping cough, diphtheria, pneumonia, tuberculosis, 
diarrheal diseases, conditions incidental to pregnancy 
and childbirth and accidents. 

Furthermore, among the various types of accidental 
death, new minima were recorded for accidental 
burns, machinery accidents and drownings. 

Based on what has happened among these insured 
wage-earners and their dependents, it is safe to say 
that the deathrate of the general population, in 1932, 
was also at a new low point. For, the mortality rate 
of this large group of insured persons has always 
proved to be an accurate index of health conditions 
in the general population—both in the United States 
and Canada—the mortality statistics for which do 
not become available until approximately one year 
after it is possible to publish the figures for the 
insured group. 

Furthermore, such data as have been made public 
at this writing from Federal and state sources, and 
for limited areas, suggest an equally favorable health 
picture for the population at large. 


PUBLIC HEALTH SHOWS IMPROVEMENT DURING DEPRESSION 


The extremely low deathrate of 1932 is all the more 
remarkable in view of the unfavorable economic con- 
ditions which prevailed throughout the year, and 
which seriously affected living standards of indus- 
trial wage-earners and their dependents. 

With more of them unemployed than ever before, 
faced with the worries and perplexities which un- 
employment brings, their health has been altogether 
phenomenally good. 


What factors, then, have operated to turn the 
worst year of the worst depression in a generation 
into the best health year of all time? Into the best 
health year in all sections of the United States, and 
in Canada? The best for both the white people and 
the colored? The year with new low deathrates for 
nine causes of death of major public health interest? 


Of foremost importance is the almost entire free- 
dom of 1932 from serious epidemics. Up to almost 
the end of the year, when influenza became wide- 
spread and in some localities virulent, there was 
no general prevalence of any epidemic disease. 
Again, weather conditions throughout the year were 
good; and many people spent more than the usual 
proportion of their time out of doors. The depres- 
sion, unquestionably, has curbed over-eating and 
over-drinking. Then, too, there have been fewer 
deaths chargeable to motor vehicle traffic, because 
there has been less such traffic. Accidents, in indus- 
try, as well, have been fewer as the inevitable out- 
come of the curtailment both of employees and hours 
of work in industrial establishments. The people, 
then, although against their will, had more leisure 
last year than ever before—and more out-of-door life. 
All of these factors, together, have evidently more 
than counterbalanced the adverse effects of the worry 
incidental to unemployment and difficult circum- 
stances. 

But perhaps more than any other single factor, 
the protection given by the effective functioning of 
the health departments, the clinics, by the generous 
treatment from physicians, and by splendidly organ- 
ized relief work has operated to conserve life and 
health. The work of our social agencies has brought 
to a very small item the number of persons and 
of families who have suffered from actual hunger 
or from lack of clothing or shelter. 

It is obvious, then, that whatever other economies 
have to be effected in view of the current economic 
upheaval, there must be no further radical curtail- 
ment of the support required to permit the adequate 
functioning of the health departments, the hospitals, 
the medical clinics and the social agencies.—Statis- 
tical Bulletin, Metropolitan Life Insurance Company, 
January, 1933. 
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Che Massachusetts Medical Suoriety 


PROCEEDINGS OF THE COUNCIL 
Stated Meeting, February 1, 1933 


A Statep Meetine of the Council was held 
in John Ware Hall, Boston Medical Li- 
brary, Wednesday, February 1, 1933 at 12 
o’clock, noon. The President, Dr. Halbert G. 
Stetson, Franklin, was in the chair and the fol- 


lowing 159 Councilors present: 


BARNSTABLE MIDDLESEX NORTH 
W. D. Kinney A. R. Gardner 
G. A. Leahy 
BERKSHIRE J. A. Mehan 
P ° J. Sullivan F. E. Varney 


BristoL NortH 
B. M. Latham 


W. H. Allen 
A. R. Crandell H. T. Baldwin 
E. W. Barron 
C. F. K. Bean 
R. H. Baxter E. H. Bigelow 
G. W. Blood A. H. Blake 
E. F. Cody W. H. Crosby 
D. F. Cummings 
Essex NorRTH D. C. 
H. G. Armitage N. M. Hunter 
J. F. Burnham C. M. Hutchinson 
H. F. Dearborn L. H. Jack 
A. P. George F. R. Jouett 
J. J. McArdle Josephine D. Kable 
F. W. Snow H. J. Kearney 
L. T. Stokes Edward Mellus 
W. D. Walker C. E. Mongan 
F. L. Morse 
Essex SouTH J. P. Nelligan 
Cc. L. Curtis W. A. Noonan 
F. W. Baldwin Dwight O’Hara 
N. P. Breed Ezekiel Pratt 
J. F. Donaldson W. D. Reid 
R. E. Foss . H. L. Seavey 
E. B. Hallett J. W. Sever 
W. T. Hopkins M. J. Shaughnessey 
J. F. Jordan F. G. Smith 
A. H. W. Thayer 
O. ve ng S. Whi 
J. W. Trask W. Whittemore 
NorFOLK 
FRANKLI 
J. Bailey 
G. F. G. Balch 
HAMPDEN A. S. Begg 
J. M. Birnie D. N. Blakely 
M. B. Hodskins W. L. Burrage 
S. A. Knowlton W. S. Burrage 
M. W. Pearson A. H. Davison 
A. G. Rice D. G. Eldridge 
G. L. Steele C. B. Faunce, Jr. 
C. S. Francis 
MIDDLESEX EAST J. B. Hall 
E. M. Halligan G. W. Kaan 
Richard Dutton W. C. Kite 
C. E. Montague W. A. Lane 
C. E. Ordway J. S. H. Leard 
R. R. Stratton C. L. MacGray 


MIDDLESEX SOUTH 


S. F. McKeen W. H. Ensworth 
T. J. Murphy Reginald Fitz 
W. R. Ohler R. B. Greenough 
C. A. Rowe John Homans 
H. F. R. Watts H. T. Hutchins 
W. A. White E. P. Joslin 
W. H. Young R. ‘ 
G. A. Le 
NorFOLK SouTH L. S. McKittrick 
C. S. Adams T. J. OQ’ Brien 
T. B. Alexander A. K. Paine 
W. R. Sisson 
Louisa Paine Tingley 
PLYMOUTH 
P. H. Leavitt Conrad Wesselhoeft 
T. H. McCarthy 
J. J. McNamara WORCESTER 
G. A. Moore E. R. Leib 
F. Ww Murdock J. C. Austin 
W. P. Bowers 
A. C. Smith L. R. Bragg 
SUFFOLK F. H. Clapp 
W. H. Robe P. H. Cook 
A. W. Allen W. J. Delahanty 
A. E. Austin M. F. Fallon 
J. W. Bartol David Harrower 
. B. Breed : 
J. E. Briggs J. W. O’Connor 
Cc. S. Butler F. H. Washburn 
David Cheever R. P. Watkins 
F. H. Colby S. B. Woodward 
F. J. Cotton 
W. P. Cross WORCESTER NORTH 
Lincoln Davis F. R. Dame 
G. P. Denn A. F. Lowell 


R. L. DeNormandie F. M. McMurray 

The record of the last meeting was read by 
the Secretary and as no corrections or omissions 
were noted it was accepted as read and as pub- 
lished in the official organ of the Society, the 
New England Journal of Medicine. The Presi- 
dent read short obituaries of the following Fel- 
lows: Henry Pickering Walcott, William Lam- 
bert Richardson, Arthur Nicholson Broughton, 
Fred Stevens Smith, George Milton Kline, Wil- 
liam Phillips Graves. 

Dr. David N. Blakely, Norfolk, read the re- 
port of the Committee on Membership and 
Finance as to the advisability of electing Fran- 
cis Gano Benedict, Ph.D. of the Boston Nutri- 
tion Laboratory of the Carnegie Institution of 
Washington an Associate Fellow. 


REPORT OF THE COMMITTEE ON MEMBERSHIP AND 
FINANCE ON MEMBERSHIP 


At the last meeting of the Council, October 5, 1932, 
Francis Gano Benedict, Ph. D., Director of the Nutri- 
tion Laboratory of the Carnegie Institution of Wash- 
ington, at 29 Vila Street, Roxbury, was nominated 
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for Associate Fellowship in the Massachusetts Medi- 
cal Society in accordance with the terms of Chapter Z, 
Section 4, of the By-Laws. 

This Committee heartily approves the nomination 
and recommends that Dr. Benedict be elected an 
Associate Fellow at this time. 


Davip N. BLAKELY, Chairman. 


The question being put to a vote Dr. Benedict 
was unanimously elected an Associate Fellow. 
Dr. Blakely then presented the report of his 
committee on Membership, as follows, and it 
was voted to accept it and adopt its recommen- 
dations; 


Further recommendations are: 


1. That the following named twelve Fellows be 
allowed to retire under the provisions of Chapter I, 
Section 5, of the By-Laws: 

1. Berry, John Cutting, Worcester. 

Chisman, Eudora Pierce Higgins, Taunton. 

Hubbard, Osmon Huntley, Keene, N. H. 

4. Johnson, Mary Williamina Lougee, Chestnut Hill 
(Brookline). 

5. Jones, Lyman Asa, Walpole. 

6. McKenna, Francis Patrick, Jamaica Plain, with 
remission of dues, 1932. 

7%. McOwen, William Henry, Newton Upper Falls, 
with remission of dues, 1932. 

8. O’Keefe, Daniel Thomas, Jamaica Plain. 

Palmer, Sarah Ellen, Boston. 

Pierce, Willard Henry, Bernardston. 

Thompson, Edward Charles, Williamstown. 

Williams, Augusta Gilbert, South Dartmouth. 


2. That dues of the following named thirteen 
Fellows be remitted under the provisions of Chap- 
ter I, Section 6, of the By-Laws: 
. Brindisi, Rocco, Boston, 1933. 
. Bush, Arthur Dermont, Woburn, 1933. 
. Drake, Arthur Knowlton, Galesburg, Ill., 1931, 
1932, 1933. 
. Dunscombe, William Colby, Ensenada, Porto Rico, 
1933. 


. Hamilton, Robert DeLancey, Newburyport, 1933. 

. Hoey, Warren Henry, Newton Upper Falls, 1933. 

. Hubbard, Joshua Clapp, Wayland, 1933. 

. Mead, Frederick Ammi, Willimansett, 1932, 1933. 

Record, Myles Standish, Abington, 1929 (part), 
1930, 1931, 1932. 

. Stockwell, Herbert Emmons, Pittsfield, 1933. 

. Vartanian, Mardiros Bedros, Lawrence, 1930, 


1931. 
13. Wilder, Edward Wheeler, Madura, So. India, 1933. 


1 
2 
3 
4 
5. Haley, William Wallace, Cambridge, 1933. 
6 
7 
8 
9 


_ 3. That the following named nine Fellows be al- 
lowed to resign under the provisions of Chapter I, 
Section 7, of the By-Laws: as of December, 1932, 
except as noted. 


1. Batchelder, Philip, Providence, R. I. 

Batchelder, William Burdett, Dorchester. 

. Beeley, Leon Gage, Altadena, Calif., with remis- 

sion of dues, 1930, 1931, 1932. 

Foot, Nathan Chandler, New York City. 

Martin, David Lorenzo, Dorchester. (See report 
of Committee on Ethics and Discipline. ) 

Morse, Irene May, Clinton, with remission of 
dues, 1930 (part), 1931, 1932. 

Parker, Walter Henry, Brewster, with remission 
of dues, 1932. 

Schildnecht, Page Milburn, Lancaster, Pa., with 
remission of dues, 1932. 


Sturgis, Cyrus Cressey, Ann Arbor, Michigan, 
as of current date. 


2. 
3 
4, 
5. 
6. 
8. 
9. 


4. That the following named three Fellows be 
deprived of the privileges of Fellowship under the 
provisions of Chapter I, Section 8, Clause (a) of the 
By-Laws: 

1. Hubbard, Roger Everett, Greenfield. 
2. Riley, William Bernard, Lawrence. 
8. Young, Evangeline Wilson, Framingham. 


5. That the following named Fellow be deprived 
of the privileges of Fellowship under the provisions 
of Chapter I, Section 8, Clause (c) of the By-Laws: 

1. Goodman, Abram Robert, Quincy. 


This recommendation is made concurrently 
with that of the Committee on Ethics and 
Discipline. (See report.) 


6. That the following named seven Fellows be 
allowed to change their membership from one Dis- 
trict Society to another without change of legal resi- 
dence, under the provisions of Chapter III, Section 3, 
of the By-Laws: 


One from Bristol South to Suffolk 
Williams, Augusta Gilbert, South Dartmouth. 


One from Hampden to Berkshire 
1. Oakes, Fitz Albert, Chester. 


Two from Middlesex South to Suffolk 
Bauer, Walter, Waban. 
Ellis, Laurence Brewster, Newton Center. 


Two from Norfolk to Suffolk 
Dubins, Joseph Arthur, Dorchester. 
Harvey, William Wirt, Boston. 


One from Suffolk to Middlesex East 
1. Spaulding, John Doliver, Melrose. 


1. 


At the last meeting of the Council Dr. Burrage 
presented a letter which he had received from Dr. 
Olin West, Secretary of the American Medical Asso- 
ciation, in reference to “dual membership” in the 
House of Delegates of the National Association in 


which he asked that our Society take appropriate 
action. 


The letter and the questions involved were referred 
to our Committee for investigation and report. 

We have been studying the matter and find com- 
plete willingness among our members to codperate 
cordially with the American Medical Association, but 
differences of opinion, as to the best method by which 
to accomplish the desired end. : 

We ask the Council, therefore, to accept this as 
a@ report of progress and allow us time for further 
study and to report at a later meeting. 


Davip N. BLAKELy, Chairman. 


The Secretary read the reports of the com- 
mittees which had been appointed to consider 
the petitions of the following for restoration 
to the privileges of fellowship and each was 
adopted under the usual conditions: C. A. Cul- 
len, Springfield; J. A. Keenan, Boston; E. L. 
Parker, Hingham; W. A. Hare, Springfield. 

The President nominated and the Council ap- 
pointed the following committees to consider the 
several petitions for restoration to the privileges 
of fellowship : 

H. B. Haskell, Leicester iy 
P. H. Cook, R. P. Watkins, W. C. Seelye. 


William Paris, Chelsea 
J. M. Doran, Henry Benjamin, M. A. Gilbert. 
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W. T. LaFortune, Fitchburg 

R. A. Rice, R. C. Jones, P. J. O’Dea. 
A. J. Ring, Lynn 

N. P. Breed, C. L. Hoitt, G. H. Kirkpatrick. 
G. H. Schwartz, East Boston 

W. H. Ensworth, E. E. Bowen, S. J. Hartmere. 
A. C. Brassau, Worcester 

A. W. Marsh, P. H. Cook, R. J. Ward. 


In the same way the following were appointed 
delegates to the annual meetings of the medical 
societies of the New England states: 

Maine: R. L. Toppan, Newburyport; E. S. Bagnall, 
Groveland. 

New Hampshire: A. E. Johnson, Jr., Greenfield; 
I. N. Kilburn, Springfield. 


Vermont: J. W. Bunce, North Adams; A. C. England, 
Pittsfield. 


Rhode Island: R. W. French, Fall River; J. M. 
Salles, New Bedford. 


Connecticut: G. D. Henderson, Holyoke; E. P. Bagg, 
Jr., Holyoke. 


Delegates to the House of Delegates, American 


Medical Association, for two years from June 
1, 1933: 


W. H. Robey, Boston; Alternate, Cadis Phipps, Brook- 
line. 


E. F. Cody, New Bedford; Alternate, P. E. Truesdale, 
Fall River. 


R. I. Lee, Boston; Alternate, C. H. Lawrence, IJr., 
Boston. 


Delegate to the Annual Congress on Medical 
Education, Medical Licensure and Hospitals of 
the American Medical Association at Chicago, 
February 13 and 14, 1933: T. J. O’Brien, Bos- 
ton. 


The Treasurer read a statement, followed by 
a report of the certified public accountants, a 
comparison of the disbursements and income for 
the years 1931 and 1932, and, in the absence of 
the chairman of the Auditing Committee he read 
their report. (See Appendix No. 1.) The 
Treasurer’s statement was accepted unanimous- 
ly and followed by applause. Dr. D. N. Blakely, 
Norfolk, Chairman, read the report of the Com- 
mittee on Membership and Finance, on Finance, 
the Budget for 1933. (See Appendix No. 2.) 
This was accepted and its recommendations 
adopted by vote. Dr. F. H. Colby, Suffolk, 
Chairman, presented the plans in outline for the 
Annual Meeting in the Hotel Statler, Boston, 
June 5, 6 and 7. He said that nearly all of 
the booths for the exhibits had been taken al- 
ready, through the activity of a member of his 
committee, Dr. G. P. Reynolds. Everything 
pointed to a successful meeting. Upon motion 
duly made and seconded the report was adopted. 

Dr. R. B. Greenough, Suffolk, presented the 
report of the Committee on Postgraduate In- 
struction, which had been put into type and 
a copy sent to every Councilor. It was agreed 
not to have it read. Dr. Greenough explained 


the several provisions of the report. (See Ap- 
pendix No. 3.) In the discussion Dr. Lincoln 
Davis, Suffolk, suggested that the Boston Medi- 
cal Library be represented on the proposed new 
committee and later, on motion by Dr. J. F. 
Burnham, Essex North, an amendment to this 
effect was adopted. Dr. C. E. Mongan, Middle- 
sex South objected to the words ‘‘continuing’’ 
and ‘‘advisory’’ in the first line of No. 2 A as 
having no definite meaning and purpose. The 
matter was discussed by Dr. Greenough and by 
Dr. J. M. Birnie, Hampden, by the Secretary, 
at the request of the President, by Dr. David 
Cheever, Suffolk and, on motion by Dr. Green- 
ough, these two words were deleted. The re- 
port as amended was adopted and its recom- 
mendations ratified. The President appointed 
the following committee on Postgraduate Medi- 
eal Instruction : 


James H. Means, Boston 

Allen G. Rice, Springfield 

John M. Birnie, Springfield 
Harold L. Higgins, Boston 

Joseph W. O’Connor, Worcester 
Charles W. Blackett, Jr., Newtonville 
Dwight O’Hara, Waltham 
Reginald Fitz, Boston 

Alexander S. Begg, West Roxbury 
Frank R. Ober, Boston 

Albert W. Stearns, Billerica 
Walter P. Bowers, Clinton 

George H. Bigelow, Boston 

James V. May, Dorchester 
Lincoln Davis, Boston. 


Dr. W. A. Lane, Norfolk, reported progress 
for the Committee on Publie Relations. He said 
that the committee had had a good meeting on 
December 17 and had talked over several topics 
to be taken up by the committee. They had de- 
cided finally to go into the question of the rela- 
tions of the Fellows of the society with the In- 
dustrial Accident Board of the Commonwealth 
of Massachusetts. A sub-committee was to un- 
dertake an investigation when the chairman of 
the Industrial Accident Board was taken sick. 
The subject will occupy the attention of the 
committee during the current year. 

Dr. W. A. Lane, Norfolk spoke on the resolu- 
tion as regards rotation in office of the member- 
ship of the standing committees of the society, 
that was laid on the table by his motion until 
this meeting, by vote of the Council at the last 
meeting. After consultation with Dr. Green- 
ough, who offered the original motion, he felt 
that the object of the resolution had been al- 
ready accomplished. Under the terms of the 
By-Laws the President makes all nominations 
to the Council at its annual meeting for mem- 
bership on all committees, both standing and 
special, each committee to serve a year. The 
resolution was to uphold the hands of the Presi- 
dent in not reappointing members who are not 
useful, therefore he moved the indefinite post- 
| ponement of discussion of the resolution. The 
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matter was discussed by Dr. Greenough, duly 
seconded and passed without dissent. 

Dr. T. J. O’Brien, Suffolk read the report of 
the Committee on State and National Legisla- 
tion. (See Appendix No. 4.) Dr. J. A. Me- 
han, Middlesex North thought that more stress 
should be put on the assistance given the oppo- 
nents of the chiropractic referendum by the 
newspapers. In Lowell they had been very help- 
ful and had reduced their rates for advertising. 
Dr. J. W. Bartol, Suffolk, said that Dr. O’Brien 
had given due credit to all who had assisted in 
the opposition to this vicious act but had omitted 
his own labors. The incessant activity and 
vigilance to defeat the bill given by Dr. O’Brien 
had been important factors in the successful 
result and the speaker thought that Dr. O’Brien 
should have due credit. (Applause.) 

Dr. H. G. Armitage, Essex North, asked if it 
was proposed to make the reporting of epilepsy 
compulsory. The President answered that it was 
as epilepsy had been the cause of many auto- 
mobile accidents. The acceptance of the report 
was duly seconded and passed. 

The President nominated and the Council ap- 
pointed, Dr. A. W. Marsh, Worcester as a mem- 
ber of the New England Medical Council and 
Dr. R. B. Greenough, Suffolk, as a member of 
the Cancer Committee, to fill vacancies. Dr. 
David Cheever, Chairman of the Committee on 
Ethies and Discipline, said that his committee 
had asked him to make a statement about two 
Fellows whose resignation and deprivation had 
been voted that day. Dr. David Lorenzo Mar- 
tin, of Dorchester had been before the commit- 
tee for a considerable time. He lent his pro- 


fessional name and influence to the exploitation | 


of a quack patent medicine called the great ‘‘B 
& M External Remedy,’’ which began as a horse 
liniment, but which under Dr. Martin’s ex- 
ploitation had become quite capable of curing 
any disease. The reason the committee did not 
act earlier was that the prosecution of the F. E. 
Rollins Company, which he served, was being un- 
dertaken by the Division of Pure Food and 
Drugs, of the U. S. Department of Agriculture, 
and it was intimated to the committee that if 
Dr. Martin were disciplined and automatically 
turned out of the American Medical Association 
that the attorney for the F. E. Rollins Company 
could say that this was another example of the 
workings of the great American ‘‘ Medical 
Trust’’ and would hinder the prosecution, there- 
fore the committee could do nothing until the 
trial of the Government’s case in Baltimore was 
finished last July. The Government won, the 
Rollins Company was enjoined from distribut- 
ing circulars to which Dr. Martin had con- 
tributed. The transcribed stenographer’s notes 
of Martin’s testimony at the trial were obtained 
and studied and he was given a hearing. It was 
decided that it was better to ask for his resigna- 
tion rather than bring him before a Board of 


Trial for several reasons, the most important of 
which was that the effort of the committee to re- 
move him from the Society by bringing him be- 
fore a Board and eastigating him would have 
cost the society at least $100 and required the 
expenditure of time and strength by the mem- 
bers of a Board of Trial, only to advertise more 
widely the B & M remedy. 


The other case was that of Dr. Abram Robert 
Goodman of Quincy and Cambridge, whose de- 
privation under the terms of Chapter I, Section 
8, Clause (c) of the By-Laws was voted that 
day. Dr. Goodman had been a sore spot with 
the committee for several years. He first came 
under notice when he was advertising a tonsil 
clinic to the laity. He subsequently appeared 
in the limelight as president of the Universal 
Medical Fund Company, which was trying to 
put over a health insurance scheme which ap- 
peared to be fraudulent. As a result of a hear- © 
ing before the committee he was admonished by 
the President. Since that time he was indicted 
in Middlesex for conspiracy in an attempt to 
defraud by means of a collection agency. That 
was hanging fire; we could not act until the 
court had acted, when, most providentially, the 
Lord put him into our hands by the fact that 
he was convicted in the Superior Criminal 
Court in Suffolk, on an indictment to defraud 
by asking for bonds from poultry trucking firms 
in the market. Having been sentenced on the 
first charge also he has at present begun his 
sentence in the House of Correction. 

Adjourned at 1:40 o’clock. 


Water L. Burrage, Secretary. 


APPENDIX TO THE PROCEEDINGS 
OF THE COUNCIL 


APPENDIX NO. 1 


REPORT OF THE TREASURER, AS OF DECEMBER 31, 1932 


Mr. President and the Council: 


The total revenues of our Society in 1932, first 
from annual dues of resident Fellows of $41,309.40, 
secondly from annual dues of non-resident Fellows 
of $1,498.26 together amount to $42,807.66, only 
$121.00 less than 1931. This favorable result, in a 
year of unprecedented readjustment such as 1932, 
may be attributed, the Treasurer believes, to three 
influences: first, loyalty to our Society, both of resi- 
dent and of non-resident Fellows; secondly, recogni- 
tion, on their part, of the benefits of their Fellow- 
ship; and thirdly, the growing importance and value 
of the New England Journal of Medicine. It may be 
of interest to you to note, here, for comparison, that 
the annual dues of the Massachusetts Medical So- 
ciety for the year 1832, one hundred years ago, 
amounted only to $1,040. 

The Society’s income from invested funds (not in- 
cluding the “Building Fund”), with added income 
from bank interest and from profit, together amount, 
in addition, to $4,713.95 an increase over 1931 of 
$600. This income, with the annual dues as above 
of $42,807.66, makes a gross total revenue, from these 
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sources, of $47,521.61, probably the largest such total 
in the history of the Society. The Treasurer, how- 
ever, estimates somewhat reduced income in 1933, 
due, first to probable further reduction in interest 
rates, secondly, to possible default in two of our 
securities and thirdly, lessened revenues from an- 
nual dues. With this in mind, he would urge econo- 
mies in some departments, where possible, without 
impairing efficiency. Perhaps $1,500 could thus be 
saved to the Society. 

The separate “Building Fund”, to which income 
of principal is added yearly, and taking securities 
at book value, amounted on December 31, 1932, to 
$48,665.12, an increase from 1931 of over $2,100. 
Although three securities of this “Fund” show con- 
siderably depreciated market values, yet interest has 
now all been paid to date. 

Regarding expenses in 1932, the Treasurer is glad 
to report a substantial reduction of $3,176 from 1931. 
During the year, however, the Society had an extra 
expense, non-recurring it is hoped, in the instruc- 
tive campaign, by the Committee on State and Na- 
tional Legislation, against the chiropractic referen- 
dum, which threatened the welfare of the people 
of this Commonwealth. Generous contributions to- 
ward the expense of the campaign were received 
by the Society from several District Societies and 
from medical groups. 

Regarding our securities, the Society owns bonds 
of five different issues, which show seriously de- 
preciated market values; three issues alone account 
for 50% of this depreciation. The total book value 
of the “General Fund” as of December 31, 1932, is 
$70,723, compared to the actual market value, as 
nearly as is possible to say, of $60,123.48, or 15% de- 
preciation. This year again the Treasurer can re- 
port no existing default in interest due on our se- 
curities. The one and only default, which occurred 
October 1, 1932, has now been cured, the Society 
having received, in December, interest in full. Our 
savings banks have reduced their interest rates; 
our checking deposit account now draws only 4 of 
1% interest and rates for short time high grade 
paper are so absurdly low that it is difficult to lend 
our surplus cash. In spite of these things, the So- 
ciety in 1932, increased its income from the “Gen- 
eral Fund” almost $500. The Treasurer, from time 
to time during the year, with the approval of the 
Committee on Membership and Finance, has pur- 
chased a number of bonds for investment, both for 
“General Fund” and for “Building Fund.” The de- 
tails of these, as well as, of expenses, are to be 
found in the complete report of the Treasurer in 
these Council Proceedings. The total assets of our 
Society are $145,260.47, an increase in 1932, of 
$8,968.56. 

The Treasurer gladly takes this opportunity to 
thank the officers of the Society, the officers of the 
District Societies, and the staff of the New England 
Journal of Medicine, for their helpfulness and co- 
operation. 


The Society ends 1932 with a surplus income of 
$6,810.87, the largest since 1922. 
The Treasurer will be glad to answer questions. 


CHARLES S. BuTLER, Treasurer. 


REPORT OF THE CERTIFIED PUBLIC ACCOUNTANTS 


Boston, January 28, 1933. 
The Auditing Committee: 
Dr. R. H. Vose and Dr. T. R. Goethals 
The Massachusetts Medical Society 
Boston, Mass. 


Gentlemen: 


At the request of your Treasurer, Dr. Charles S. 
Butler, we have audited the books and accounts of 


The Massachusetts Medical Society for the twelve 
months ended December 31, 1932 and submit here- 
with the following: 


Schedule A Statement showing the Assets and 
Liabilities of The Massachusetts Med- 
ical Society December 31, 1932 
Statement showing the Current Ac- 
count of The Massachusetts Medical 
Society for the twelve months ended 
December 31, 1932 


The cash on deposit in the banks has been rec- 
onciled -with the bank statements and found cor- 
rect. 

All known cash receipts have been properly ac- 
counted for, and vouchers or cancelled checks were 
found to support all disbursements. 

We have made no examination of the securities 
in the various funds. 

The attached statements showing the financial con- 
dition of the Society on December 31, 1932 and the 
Current Account for the twelve months ended De- 
cember 31, 1932 are true, to the best of our knowl- 
edge and belief. 


Respectfully submitted, 
HARTSHORN & WALTER, 
Certified Public Accountants. 


Schedule B 


TREASURER’S REPORT 


Showing the Assets and Liabilities of the 
Massachusetts Medical Society 
December 31, 1932 


SCHEDULE A 


Assets 
Cash 
Merchants National Bank......... $2,366.12 
New England Trust Co. .......... 1,338.10 
$3, 704.22 
Investments 
Endowment Funds: 
Shattuck Fund 
Hospi- 
$9,166.87 
$10,000 Comm. of Mass. 3%s 
Cotting Fund: 
Deposit — Institution 
for avings — Rox- 
$1,000.00 
aan sit — Provident 
Institution for Sav- 
ings, Boston........ 1,000.00 
Deposit—Suffol 
s Bank, Boston. 1,000.00 
3,000.00 
22,166.87 
Building Fund: 
England Trust Com- 
— Framingham National 
Bank, Interest Dept. ........ 308.39 
Deposit—Franklin ee Bank 
of the City of Boston........ 1,078.31 
$5,000 National Ry. 5s 
5, Gonveyancers Title Insur- 
Mtge. Co. 4%s Parti- 
Oct. 31, 1939...... 5,000.00 
0, I. & Pacific 
1st 4s Apr. 1, 1934...... 4,735.00 
2,000" Northern Ohio Traction & 
ight Co. Gen’l and Ref. Se- 
ue Mar. 1, 1947...... 1,886.50 
2,000 Commonwealth of Mass 
3%s July 1, 1935............ 1,907.60 
1,000 Commonwealth of Mass 
8%s Jan. 1, 1936............. 1,002.50 
2,000 N. Y., Chicago & St. Louis 
Ry. 6s Notes Oct. 1, 1932.. 2,000.00 
Boston Medical Li Not 
% due Apr. 1, 1933....... 


24,703.29 
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General Fund: 


Deposit—Franklin Savings Bank 
$1,000 American Tel. & Tel. C 
De Ss Vv. 1 eeeet 
3,000 Appalachian Elec. Power 
o. Ist & Ref. 5s May 1, 1956 
‘attleboro, Mass. 3%s Mar. 
1, 000 Boston and “Albany R. R. 
4s May 1, 1935............ 
3,000 Cedars Rapid 


Co. 1st 5s Aug. 1, 1956....... 
1,000 Chicago, Burlington & 


1,000 Commonwealth 1] Edison ist 
Mtge. 5%s June 1, 19 
3,000 Commonwealth "of Austra- 


= 
D 


fan. 1, 1935... 
1,00¢ of Massa- 
chusetts 3%s July 1, 1935.. 

1,000 Commonwealth of Massa- 


1, Connecticut River 
ist Mtge. 5s Oct. 

3, 000. Dayton Power & Light! 1st 
& Ref. 5s June 1, 1941....... 

2,000 Great Northern Ry. Co. 
Gen’l “B” 5%s Jan. 1, 1952.. 

1, Power Co, ist Ref. 

s 


1, 1936..... » 

3, 000. "faternational "Paper Co. 

Ref. Series ‘“‘A’’ 6s Mar. 1, 

2,000 Metropolitan Tce Co.” ist 
Mtge. 7s Jan. 1, 1954....... 

1,000 Be Electric Co. 


1957 

4,000 Public Service Co. of No. 
—— Ist & Ref. 5s Oct. 1, 
1,000 Rockland Light & Power 
lst Ref. Mtge. ‘“‘A” 4%s 
cokes 

1, 000 "southern Pacific (Ore. 
Lines) ist Mtge. 4%s 
1,000 Southern Pacific (Ore. 
Lines) ist Mtge. 4%s 
3,000 Toledo Edison Co. ist 
Mtge. Gold 5s Mar. 1, 1947.. 
3,000 ba S. Cold Storage Co. 1st 
tge. 6s Jan. 1945.......... 
5,200 Ss. 4%s Oct. 15, 


2,000 Ss. Rubber Co. ist & 
s Jan. 1, 1947......... 

3, 000° Wilson” Co. - és 


Liabilities 


Endowment Funds: 
Shattuck Fund: 

G. C. 1854-1866... 
Phillips Fun 

Younthan Phillips 
Cotting Fund: 

B. are $1000 — 1876-1881- 


Building Fund: Principal 
Income Uninvested 


Balance 


$1,074.48 
985.00 
2,910.00 
1,978.00 
995.00 
2,805.00 
2,730.00 


970.00 
998.75 
927.50 
2,985.00 
4,000.00 
953.80 
1,000.00 
3,015.00 
2,000.00 
940.00 
2,797.50 
1,932.50 
862.50 
3,000.00 


3,076.00 
2,100.00 

960.00 
1,000.00 


967.50 
3,640.00 

935.00 
875.00 


730.00 
2,805.00 
3,000.00 
5,043.23 

990.00 
1,735.50 
3,006.00 


$9,166.87 
10,000.00 


3,000.00 


$47,580.92 
1,084.20 


70,723.26 
1.00 


$145,260.47 


$22,166.87 


48,665.12 


General Fund: 
Balance, January 1, 1932........-. $67,617.61 
Rudnick Charitable 
Donation 10.00 
Add,—Increase for the Year— 
SCHEDULE B 6,800.87 
Balance, December 31, 1932........ 


STATEMENT 
Showing the Current Account of 
The Massachusetts Medical Society 
for the Twelve Months Ended 
December 31, 1932 
Revenue 

SCHEDULE B 

Assessments Received by District Treasurers: 

Barnstable ee $350.00 


Bristol South 1,786.00 
Essex North 1,856.00 


2,482.00 
Fran n ee eee ee 
Hampden eee eee 2,604 00 
Mid lesen eae 1,206.00 
Middlesex East ...........- 860.00 
Middlesex South 6,728.00 
N eeeeee 6,804 00 


cester 
Worcester North 


Assessments Received by Treasurer 

Non-Resident Assessments.......... 

Sale of “Brief His- 
tory” 


Income from unde: 
Shattuck Fund: 
Annuity Hospital Life 
Co. ee $389.59 
Phillips Fun d: 
Interest-—Massachusetts 34s 1944 350.00 
Cotting Fund: 
for Sav- 
ngs—Roxbury ..... $40.00 
Interest—Provident In- 
stitution for Savings 37.50 
Interest — Suffolk Sav- 
ings Bank—Boston. 37.50 
115.00 
General Fund: 
Interest—American Su- 
gar Refg. Co. 6s 1937 $30.00 
Interest—American Tel. 
& Te “ Co. Deb. 5%s 


43. 
Interest — ‘Appalachian 
Elec. Power Co. 5s 
150.00 

sto 
. R. 48 1935 40.00 


Power Co. 


55.00 


6s 150.00 
Interest—Central Power 
& L ght Co. 5s 
150.00 


Interest, — Com on- 
ealth Edison Co. 

— Common- 
ealth of Australia 


150.00 
— Common- 


of Mass. 34s 


140.00 
— Com mon- 


of Mass. 


Co. 105.78 
Interest—| Power 
Light Co. 5s 1941 150.00 
North- 
ern 


Interest— Guarantee Ti- 


Trust Corp. 
bits 165.00 


74,428.48 
$145,260.47 


$40,766.00 
543.40 
1,498.26 


71.91 


Power Co. ist 5s Jan. 1, 
3,000 Central Power & Light 
1,000 City of = 
lia 5s July 
4,000 Commonwealth of Massa- 
chusetts s Jan. l, Tre 
3,000 Commonwealth of Massa- 
chusetts 3%s July 1, 1938... 
2,000 Conveyancers Title Ins. & 
Mtge. Co. 4%s Dec. 1, 1937.. 
ge. 5s Jan. 1, 
1,000 N. Y., Chicago & St. Louis 
R. R. 6s Notes Oct. 1, 1932.. 
1,000 Peoples Gas Light & Coke 
Co. ist & Ref. 6s June 1, 
1,000 U. 8, June Interest—Cedars Rapids 

New England Journal of Medicine.. S| 

1941 
Interest —Conveyancers 
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Paper_Co. 6s 1955.. 180.00 Of Arrangements for Annual Meet- 
Interest—Maliory s. S. 1,250.66 
Oo. 5s 1932..... 75.00 On Publications 2 
Interest — ~ Metropolitan A. New England Journal of 
ce Co. 7s 1954..... - 140.00 Medicine ......... seseveee 15,500.00 
Interest—N. Y., Chica - B. Annual Director 1,935.40 
& St. Louis R. R. On Membership and Finanee...2.. 9.75 
1932 . 63.00 On Ethics and Discipline....... 
Interest—Public Service On Medical Education and Medical 
Co. of No. Ill. 5s Diplomas ............eeees 10. 
200.00 On State and National Legisiation 612.19 
Interest—Southern On Public Health............... ea 9.7 
Ry. A 4%s8 1977 45.00 On Malpractice Defence........ 939.76 
cific 168 45.00 Other Committee and a Section: 
nterest — Toledo ec- On Public Relations.............. 186.99 
tric Co, Gold 5s i947 150.00 Section of Obatetrics sua 
Storage Co. 6s 1945 180.00 ———___ 40,792.65 
Interest—U. S. Liberty 291.00 
ae ee Rubber 100.00 CHARLES S. Butter, Treasurer. 
Ss eee eee . 
Interest— corgi, Pow: REPORT OF THE AUDITING COMMITTEE 
er ef. 5s 
4% 1947............ 39.43 To the Council of the Massachusetts Medical Society: 
Interest — Narragansett 
Elec. Co. 1st 5s 1957 23.19 The Auditing Committee has received from Hart- 
Interest—Chicago, — shorn and Walter the audit of the books of the 
lington and Quincy Treasurer herewith submitted. It has examined the 
1st Ref 1971... 26.81 
Interest Common- securities in the hands of the Treasurer, as of De- 
ealth o of Mass. 344s ~— cember 31, 1932, and found all present as shown 
Interest — City of Mil- 
waukee 1934. . 11.50 R. H. Vose, 
Interest mon- Tuos. R. Goer 
Interest People’ s Gas, 
and 1st THE MASSACHUSETTS MEDICAL SOCIETY 
e Wee ee 
Interest — Con Treasurer’s Report for the Calendar Year 1932, 
ower list 5s 1 <> 2.50 
Interest—A riinkets in Comparison with That of 1931 
Mass. Tax se 1935 16.92* DISBURSEMENTS 
wealth of Mass. s 
| of Wor- Secret eee eee 2,500.00 2,875.00 
Income—City. bd Salem to President....... 3,125.00 2,500.00 
Interest—Frankiin Sav- Expenses of Officers and Delegates 
Bank.......... 21.48 3.500.35 President and Vice-President....... 168.37 8.3 
Income from Deposits Treasurer 
in Banks: District TROASUTOTS 2,327.78 2,272.11 
AS NALS 19.90 Delegates to House of Delegates 
61.16 Delegaies to New England Medical 
81.06 | Gouneil ....... 70.23 187.95 
Profit on Sales of Securities..... 277.95 
—_—_——— 4,713.95 General Expenses 
| Rental, Boston Medical Library..... 00.0 0.00 
Total. $47,593.52 | Maintenance Headquarters. . 2,885.11 3, 99 
*Interest Paid Out. Shattuck Lectur 200.0 .00 
Expenses Cotting Luncheons 251.00 79 
Salaries: 
Secretary $2,875.00 Expenses of Committees 
Treasurer .00 Of for Annual Meeting 3,189.20 1,250.66 
to 2,500.00 Publication 
——— $5,875.00 A. New Journal of 
B. Annual Directory. "1,329.82 1,935.40 
lete Catalogue 1781- 
Treasurers....... Medical Education and Medical Di- 
Delegates to A. M. A. State ory National Legisiation cuhews 328.88 612.19 
elegates tO New kng- Malpractice Defense................. 2,154.10 939.76 
land Medical Council 187.95 Section of Obstetrics and Gynecology 193.30 102.35 
—— _ 5,282.29 Public Relations............... 0.00 186.99 
General Expenses: 
Maintenance Society Special Appropriations 
eadquarters i. Contribution to Better Business Bu- 
cluding Clerical a 250.00 0.00 
er. Expenses)... Miscellaneous 'Expens 35.19 217.75 
Cottin ‘Luncheons. 3 17 Dividends to District 4,000.00 5,000.00 
entra ea ouncli... Total Disbursements........ $43,969.53 $40,792.65 
Miscellaneous Expenses... 207.75 Unexpended Balance........ 3,386.29 6,810.87 
Dividends to District Societies...... 5,000.00 $47,355.82 $47,603.52 
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1931 1932 
Ase eenid to to ‘District Treasurers...... $39,954.00 $40,766.00 REPORT TO THE COUNCIL OF THE MASSACHUSETTS 
Paid to 2,003.60 543.40 MEpICAL SOCIETY 
From Non-Resident Fellows..... 971.00 1,498.26 
From By THE CoMMITTcE ON PosTGRADUATE INSTRUCTION 
48 AMENDED BY THE CoUNCIL 
General Pung The Committee on Postgraduate Instruction re- 
10.00 10.00 | spectfully reports that it has held four meetings; 
Profit and 0.00 277.95 | that it hae sent representatives to mestings 
Total Income...........se. . $47,355.82 $47,603.52 fourteen of the eighteen district societies, to dis- 
Total Assessments for 1981. Kens jae 1. Haars 4 cuss postgraduate instruction and to ascertain what 
apices forms of instruction are desired and would be ac- 
Decrease in 1932...........++ "120.94 ceptable to district members. Information has 
Total Expenditures EES $43,969.53 been received from other state medical societies as 
to their activities in providing postgraduate in- 
Decrease in 1982..........++. 3,176.88 struction; and all of this material has been sum- 
Total Income SR cavecves $47,60 marized and placed on file with the Secretary of 
$47,356. 82 the Massachusetts Medical Society for further 
Increase in 1982............. 247.70 reference. 


CHARLES S. BUTLER, Treasurer. 


APPENDIX NO. 2 


REPORT OF COMMITTEE ON MEMBERSHIP AND FINANCE, 
ON FINANCE, BUDGET FOR 1933 


The Following Appropriations are recommended 


Salaries: 
500 
to 2,500 
$6,000 
Expenses of Officers and Delegates: 
President and Vice- President ccnews $500 
eoleestas to House of Delegates, 
American Medical Association.. 900 
Delegates to New England Medical 
6,000 
Maintenance Society Headquarters, in- 
cluding clerical and other expenses 3,400 
Shattuck 200 
Cotting 300 
Standing Committees: 
Arrangements for Annual Meeting... $1,200 
Publications: 
A. ew England Journal of 
B. Annual Directory of Fellows. 1,706 
Membership and Finance............. 25 
Ethics and Discipline................. 50 
Education and Medical Di- 
*state om National Legislation....... 600 
Malpractice 2,500 
—— 23,475 
Special Committees: 
Postgraduate Medical Instruction .. $1,000 
1,200 
Dividends to District Societies........... 5,000 
Estimated Income................ $45,603 


*Including expenses of delegate to annual Congress at Chi- 
cago. 


Davip N. BLAKELy, Chairman. 


1. As a result of these investigations, the Com- 
mittee has arrived at the following conclusions: 

A. Postgraduate instruction should be provided 
for the rank and file of the profession. 
This instruction should not be concerned 
with the development of specialists nor 
with those teaching activities which re 
quire of the physician a considerable ab- 
sence from his practice. 

B. This postgraduate instruction should be 
given to the individual physician in his own 
community by the Medical Society, through 
the local district societies or affiliated or- 
ganizations. 

C. This instruction should take the form of 
clinical lectures, conferences, case-teaching 
and symposia, and each presentation should 
be limited to a part of one day. 


These activities should not supplant the 
regular programs of local societies but 
should be supplementary to such programs. 
E. It is the opinion of the Committee, in spite 
of the work done in other states, and in 
Massachusetts up to the present time, that 
the engagement of the Medical Society in 
this type of work must of necessity be 
largely experimental and that a definite 
and permanent workable plan can only be 
evolved by time and experiment. The only 
experience of the Massachusetts Medical 
Society in this field to date is the experi- 
ment of the Section of Obstetrics and 
Gynecology. 


2. It is believed that teaching of the type given 
by the Section of Obstetrics and Gynecology can 
be furnished by members of the other sections, 
and to that end it is recommended: 


A. That a Committee on Postgraduate Med- 
ical Instruction be appointed by the Coun- 
cil on nomination by the President of 
the Society. This Committee shall in- 
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clude one representative from each of the 
six sections of the Society. The Chair- 
man of the Standing Committee on Public 
Health, and the Chairman of the Standing 
Committee on Medical Education and Medi- 
cal Diplomas shall be ex-ocfficiis members 
of this Committee, together with the Deans 
of the Schools of Medicine of Harvard, 
Tufts, and Boston University, or represen- 
tatives duly accredited by them. Also the 
Editor of the New England Journal of 
Medicine, the Commissioner of Public 
Health, and the Commissioner of Mental 
Diseases of the Commonwealth of Massa- 
chusetts, and a representative of the Bos- 
ton Medical Library or their accredited 
representatives, shall be members of this 
Committee. 

B. That the Committee on Postgraduate Med- 
ical Instruction put into effect the de- 
tails of plans for instruction through the 
medium of an Executive Committee of 
three members selected from its own 
membership, or from that of the Society at 
large. 

3. The Committee on Postgraduate Instruction 
recommends that an appropriation of one thousand 
dollars for the year 1933 be made to the Com- 
mittee on Postgraduate Medical Instruction to meet 
the expenses of launching and carrying forward a 
program of postgraduate instruction for all Fellows 
of the Massachusetts Medical Society. 

Respectfully submitted, 
Rosert B. GREENOUGH, Chairman, 
Leroy E. Parkins, Secretary. 


Boston, Massachusetts, 
February 1, 1933. 


APPENDIX NO. 4 


REPORT OF THE COMMITTEE ON STATE AND NATIONAL 
LEGISLATION 
Mr. President and Members of the Council: 

The Initiative Petition of the Chiropractors, which 
appeared on the November ballot as Referendum 
Question No. 1, was defeated by 251,526 votes. The 
official returns show that 350,994 favored the bill 
and that 602,528 opposed it. The official returns by 
counties are available and are herein submitted: 


County of Barnstable 1,909 votes 4,985 votes 
Berkshire 11,253 17,850 “ 
Bristol 22,787 46,296 “ 
Dukes 253 641 “ 
Essex 43,287 “ 67,738 “ 
= Franklin 5,396 “ 6,532 “ 
Hampden 31,479 “ 38,099 “ 
Hampshire 6,515 “ 7,695 “ 
Middlesex 83,332 “ 155,210 “ 
Nantucket 106 484 
Norfolk 26.7338 54,219 “ 
“ Plymouth 15,708 “ 23,2438 “ 
Suffolk 67,848 110,207 “ 
Worcester 34,388 69,321 “ 


We are indebted to the members of our profession 
and those of allied interests as well as to our lay 
friends who coéperated so effectively in carrying out 
their assignments. The result was most satisfac- 
tory. The “political committee” which was required 


by law in order to conduct the campaign has made 
its official return of receipts and expenses to the 
office of the Secretary of State and has been dis- 
charged. This committee was composed of the mem- 
bers of the Committee on State and National Legis- 
lation. It is interesting te note that the contribu- 
tion of the Massachusetts Medical Society toward 
the campaign was less than $500. 

We find the usual number of bills, that may affect 
the practice of medicine, introduced for the consid- 
eration of the 1933 Legislature. We have voted to 
avoid any recommendation upon those bills which 
are controversial in character thus permitting the 
members to favor or oppose them as they see fit. 
Many bills of minor importance have been consid- 
ered by your committee and definite action has been 
deferred until more information can be obtained. 
Appearance at these hearings by a member of the 
committee will safeguard our interests. We regret 
the efforts to lower the present educational standards 
in establishing academic and professional schools 
which do not meet the approval of the Commis- 
sioner of Education. 

Your committee favors the principle embodied in 
certain bills to secure payment of charges lawfully 
due physicians, nurses and hospitals for services 
rendered in the treatment of injuries for which 
patients receive compensation, and a member of the 
Legislative Committee will appear at the hearing 
to aid in the construction of an equitable law which 
will also be practical. These bills are being heard 
today before the Joint Judiciary Committee. 

The petition to compel physicians to retain limbs 
and organs removed at operations in a preservative 
for the inspection of patients and their relatives was 
opposed at a recent hearing before the Committee 
on Public Health. 

The Board of Registration in Medicine recommends 
that House 106 be reported favorably by the Com- 
mittee on Pubiic Health in order that medical 
schools, whose graduates appear before the Board 
for examination, “be approved by the Board”. The 
phrase “shall be approved by the Board” is substi- 
tuted for “which gives a full four years’ course of 
instruction of not less than thirty-six weeks in each 
year”. Your committee voted to support this bill. 

House 298 asks that the Department of Public 
Health be authorized to establish a laboratory and 
experimental hospital and regional hospital in the 
several counties. We are opposed to this bill and 
advise its defeat. 


House 669 asks that the Department of Public 
Health be authorized to distribute insulin to physi- 
cians and other persons as make application there- 
for for treatment of diabetes and other dangerous 
diseases. We do not know what “other dangerous 
diseases” are to be given insulin and will oppose this 
bill at the hearing, when heard before the Committee 
on Public Health, as unnecessary and extravagant 
legislation. 

House 782 asks for legislation to establish the 
status as physicians of persons engaged in the prac- 
tice of Osteopathy prior to January 1, 1909. We un- 
derstand that less than eighty Osteopaths are legal- 
ized to practice under the restrictions of the Medi- 
cal Practice Act. They now ask that these restric- 
tions be removed. We do not favor this bill. 

House 1039 asks that physicians and others make 
reports to boards of health, and to the Department 
of Public Health and to the Registrar of Motor Ve- 
hicles, of all cases of epilepsy. As many motor ac- 
cidents have been due to attacks of epilepsy of driv- 
ers, we favor the passage of this bill. 

Senate 113 will be heard before the Committee on 
Legal Affairs and should be opposed by the medical 
profession as it aims to handicap the teaching of 
modern medicine by penalizing the use of dogs in 
certain experiments and operations. The bill is 
sponsored by the New England Anti-Vivisection So- 
ciety. Kindly write or confer personally with your 
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Representative that he may oppose this bill. The 
hearing was held on January 31. 

Senate 162 is a petition from Dr. George H. Big -- 
low for legislation to require the vaccination of chil- 
dren attending private schools while the opponents 
of this principle have introduced two bills as has 
been their custom. Dr. Samuel B. Woodward de- 
cided not to sponsor this bill, but will act in an ad- 
visory capacity. Nothing that we can say will add 
one iota to Dr. Woodward’s reputation as a public 
benefactor, but we feel justified in mentioning again 
the financial and personal sacrifices which he has 
made in his labor of love for his fellow man. May 
he live to see the realization of his desire for a uni- 
versal vaccination law in Massachusetts. 

House 313 was the usual bill to create a depart- 
ment of public medicine and health and to conduct 
the activities of the Departments of Public Health, 
Mental Diseases and certain activities of the De- 
partments of Public Welfare and Industrial Acci- 
dents. This bill was heard January 18 before the 
Committee on State Administration and was given 
leave to withdraw. 

House 311 is a petition to establish a division of 
therapeutics within the Department of Public Health. 
This bill was heard before the Committee on State 
Administration January 30 and we expect its defeat. 

The Chiropractors have introduced a bill—House 
926—which will be heard before the Committee on 
Public Health and we ask the members to oppose, 
vigorously, this bill. 


It may interest you to know that the Chiropractors 
were privileged to establish a Board of Chiroprac- 
tors to examine its applicants in Arizona and that 
in 1932 an initiative petition was placed on their 
ballot that their scope might be considerably broad- 
ened. This apparently was a step toward directly 
entering the field of medicine. This petition, need- 
less to say, was defeated. 

In California a bill has been introduced to amend 
the chiropractic initiative act that the secretary of 
the chiropractic examining board be paid an annual 
salary of $4500; that the board have authority to em- 
ploy an attorney, an assistant secretary, and inspec- 
tors; that the board issue annually a directory of 
licensed Chiropractors, etc. We feel that these 
authentic statements prove our contention that be- 
ing permitted to practice in this State is but an 
opening wedge for greater privileges. 

Two facts have been clearly established by our 
recent campaign. First, that the personal contact 
plan of placing problems before the general public 
has been most successful and, secondly, that the 
Massachusetts Medical Society has great influence 
with the public when united. 


Respectfully submitted, 


HALBERT G. STETSON, Chairman, 
THoMAS J. O’BRIEN, 

FREDERICK E. JONES, 

ARTHUR W. MARSH, 

SHIELDS WARREN, Secretary. 


AN IMPROVED METHOD IN THE TREATMENT 
OF FACIAL PARALYSIS 
Announcement of an improved method in the 
surgical treatment of facial paralysis, an affliction 
which, impairing facial control, 
lenged the attention and sympathy of the medical 
profession here and abroad, is made in an article 
in the current issue of the Quarterly Bulletin of 

the Milbank Memorial Fund. 

Complete control of facial expression, one of 
mankind’s most prized possessions, has heen re- 
stored to patients whose faces paralysis has 
robbed of expressive, mobile qualities. This is 
accomplished through direct repair of the injured 
nerve by an autoplastic graft, writes Dr. Arthur 
B. Duel, author of the article. 

The new method of restoring impaired muscular 
control, described by Dr. Duel, was developed by 
himself in collaboration with Sir Charles Ballance, 
for many years surgeon-in-chief at St. Thomas’ 
Hospital, London. Dr. Duel is senior aural sur- 
geon, a vice-president, and chairman of the Board 
of Surgical Directors of the Manhattan Bye, Ear, 
and Throat Hospital, New York; consulting aural 
surgeon to the Health Board Hospitals, The 
Babies’ Hospital, Stuyvesant Square Hospital, and 
Englewood Hospital; chairman of the Board of 
Research of the American Otological Society; 
Fellow of the American College of. Surgeons, the 
International Collegium Oto-Laryngologicum, and 
honorary fellow of numerous other national and 
international societies of Oto-Laryngology. 

It is Dr. Duel’s opinion that the restoration 
of facial movements is not only a great boon to 
a patient’s morale in his social contacts, but is 
also of tremendous importance in making him 
self-supporting. 

“If I were asked to name one human feature 
which more than any other seemed to me to 


has long chal-|: 


reveal the character of an individual,’ Dr. Duel 
declares, “I am sure that I should say ‘facial ex- 
pression!’ . .. The trite saying, ‘The face is the 
mirror of the soul,’ is undoubtedly well founded. 
Small wonder then that a malady which 
impairs or destroys this play of expression so 
manifest in every individual has always engaged 
the attention and sympathy of the medical pro- 
fession.” 

Working first with animals, Dr. Duel and his 
collaborator finally demonstrated that by direct 
repair of the injured nerve by grafts, emotional 
response, as well as voluntary control, of the facial 
muscles could be achieved. This represents a 
marked advance over previous methods which at 
their best never permitted emotional expression. 
The principles which had been evolved by the 
animal experiments are now being successfully 
used on human beings. Dr. Duel has now successfully 
operated on seventeen human beings who are in 
varying stages of recovery. Photographs of four 
patients show the degree of success with which 
the improved method of treatment was carried 
out. Reproductions of well-known pictures, in- 
cluding drawings by Sir Charles Bell from whom 
more than a century ago the term “Bell’s Palsy” 
was derived, show typical expressions of such 
emotions as fear, serenity, jealousy, et cetera. 

The research work which led up to the gratify- 
ing improvement in results of this surgical treat- 
ment described by Dr. Duel, was made possible 
by contributions from the Milbank Memorial Fund, 
the Carnegie Corporation, the Lillia Babbitt Hyde 
Foundation, the New York Foundation, and a num- 
ber of the author’s personal friends. 

(Copies of the reprint of this article will be 
supplied by the Milbank Memorial Fund, 40 Wall 
Street, New York City, upon request. Permission to 


reproduce illustrations can be arranged.) 
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PRESENTATION OF A CASE OF TRANSPLANTATION 
OF THE URETERS INTO THE RECTUM BECAUSE 
OF CARCINOMA OF THE BLADDER* 


BY HERMAN C. PITTS, M.D.t 


MIGHT offer as an excuse for inflicting this 

report upon you, the intense interest with 
which we followed the progress of this ease and 
a perhaps pardonable pride in a satisfactory re- 
sult under very adverse conditions. I trust that 
the discussion will bring out something inter- 
esting. 


A. R., aged 53. This patient first came to my office 
January 28, 1926. 

C. C. Bloody discharge and frequent micturition. 
P. I. Patient has had two children, last 22 years 
ago. Menopause at 47. Has had slight vaginal bleed- 
ing for the past six months. Vaginal examination 
showed a hard mass occupying the cervix and ex- 
tending off on each side into the parametrium. The 
center of the mass was ulcerated and bled on touch. 
By rectum, the growth apparently pushed the para- 
metrium to one side without really invading it; the 
whole mass of the uterus was slightly movable. 
She was treated February 2, 1926. A fifty mgm. 
tube of radium was left in the cervix eight hours. 
One 3 mgm. platinum needle was pushed into the 
left parametrium and ten 2 mgm. platinum needles 
introduced into the hard tissue about the cervix. 
The needles were left 72 hours. 


On May 21, 1926 a firm elastic mass had developed 
in the left vaginal wall in front of the cervix. This 
was treated with eight 2 mgm. platinum needles 
May 27, 1926. The needles were left 72 hours. Pa- 
tient remained perfectly well until October, 1931. 
At that time, she began to be nauseated, and vomited. 
There was no sign of cancer in the pelvis. 

She was admitted to the R. I. H. November 30, 
1931. Her history of headache and drowsiness 
should have made one suspect some trouble in the 
kidney tract. Her abdominal pain, vomiting and 
difficulty in getting her howels to move, gave the 
impression of an obstructive growth in the bowel so 
that she was investigated for some days from that 
angle. Finally on December 9, when her blood chem- 
istry showed 88 mg. urea n., 7.5 mg. creat. and 167 
mg. sugar, a cystoscopy was done the next day which 
showed an irregular growth of the bladder involv- 
ing the trigone and both ureteral orifices. 

At the suggestion of two of the younger men on the 
service, we decided to drain the pelves of both kid- 
neys. This was done under local anesthesia on De- 
cember 14. A Levin tube was stitched in each 
pelvis. 

On December 21, the urea n. had dropped to 37 mg., 
creat. 2.3 mg., sugar 133 mg. 

On the twenty-fourth, the urea n. was 30 mg,, 
creatinine 1.9 mg. On this day we opened the ab- 
domen by a median incision, exposed both ureters 
in the broad ligaments, tied them off about one inch 
from the bladder and planted the ends in the anterior 
wall of the rectum. A No. 11 ureteral catheter was 


*Read at the Annual Meeting of the New England Surgical 
Society at Hartford, Conn., September 30, 1932. 


tPitts—Chief of Staff, Gynecological Service, Rhode Island 


Hospital. For record and address of author see ‘This Week’s 
Issue,’’ page 460. 


passed into the right ureter and a No. 8 into the 
left. These were tied in with 00 chromic. The 
catheters were pushed down into the rectum through 
an opening through the mucosa and the ureters su- 
tured together into this opening with fine chromic 
gut. Then the peritoneum on each side was stitched 
over the ureters. The ends of the ureteral catheters 
were, of course, carried outside of the anus. A 
longitudinal incision was made over the surface of 
the bladder to the anterior wall of the uterus and 
laterally from this, and the peritoneum dissected 
free to the pelvic wall. The ovarian, uterine and 
anterior vesicle arteries were isolated and tied. The 
urethra was cut across and the dissection carried 
down to the vagina. Uterosacral ligaments were 
cut and the entire mass of tissue including the blad- 
der, the uterus and the appendages was freed from 
all attachments except the vagina which was cut 
across as near the introitus as possible. The perit- 
oneum was stitched together to cover this large raw 
area which was packed lightly with iodoform gauze 
from below with one drain of rubber tissue. The 
patient made a slow but satisfactory recovery. 

On January 12, urea n. was 36 mg., creatinine 1.7 
mg., blood sugar 115 mg. She was discharged from 
the hospital January 24, 1932. 

On February 27, urea n. was 39.2 mg., creatinine 2.7 
mg. and blood sugar 86 mg. She gradually regained 
strength enough to resume her usual occupation of 
conducting a rooming house. 

On August 2, urea n. 27.1 mg., creatinine 2.5 mg. and 
blood sugar 85 mg. 

On September 27, urea n. 18.7 mg., creatinine 3.5 mg. 
and blood sugar 72 mg. 


Discussion 


Dr. Pirts: Here is the patient. In the hos- 
pital yon weighed 109. Now what do you 
weigh ? 

PATIENT: One hundred and thirty-two. 


Dr. Laney: Do you have to get up at night? 
Do you sleep all night? 


PATIENT: I am able to sleep all night. 


Dr. Laney: How many times do you have 
to get up in the night? 


PATIENT: Five or six times. 
Dr. Laney: Any irritation in the rectum? 


Seiad No, sir, I don’t have a pain or an 
ache. 


Dr. Laney: Has there been perfectly good 
control ? 


PAvIENT: Yes. 

Dr. Laney: It never gets away from you? 
PaTIENT: Not very often. 

Dr. Laney: Any diarrhea? 


PATIENT: Some. 
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Question: Do I understand it is of four 
years’ duration? 

Dr. Pirrs: The original treatment was in 
1924; operation in December, 1931. It has been 
nine months since the operation. At first she 
had a good deal of trouble with the rectum and 
complained a good deal of it, but now she tells 
me that during the daytime she has practically 
no difficulty. It is only at night, strangely 
enough, that she has trouble. 

Dr. Laney: Is there any more trouble when 
it is acid than when it is alkaline? 

‘Dr. Pirts: I think not. I have tried to lo- 
eate the ureter mouths and pass a catheter into 
them through the bowel, but so far I have not 
been able to, and no study of the urinary tract 
with uroselectan has been made. Later I want 
to find out how much dilatation of the ureters 
and kidney pelves there is. 


Present Laney: Are there any further 
questions ? 


Dr. Frank H. Laney, Boston, Mass.: This is 
a very satisfactory and successful case and I 
think that Dr. Pitts is to be congratulated on 
the result. 

I am sure that those of you who have done 
ureter transplantations can realize how much 
indebted we are to Dr. Coffey, who has worked 
out a technique, whether you agree with it or 
not, that is comparatively simple, feasible, and 
works very well. 

We have transplanted ureters in five patients. 
One, a patient with carcinoma of the bladder, 
died on the ninth day of lobar pneumonia. The 
autopsy specimen showed no peritonitis, with 
perfect healing of the ureters into the rec- 
tum. The interesting thing in this case was 
that on the ninth day the ureter had sloughed 
off flush with the rectal mucosa so that the 
ureter opening in the rectum was just like the 
ureter opening in the bladder. That means that 
you must get an early fusion between the im- 
planted ureter and the mucosa. 

Our first case was the Deaconess Nurses’ 
Home house mother who had an early carci- 
noma of the bladder. We transplanted both of 
her ureters into her rectum, both being done 
simultaneously with tube transplantation. Six 
weeks later we did a total cystectomy and took 
out the remaining urethra. She is now going 
into her third year free from recurrence and 
very comfortable, sleeping nights and passing 
her urine very comfortably by rectum. 

The next case was a woman who had had 
tuberculosis of the bladder and kidney. . She 
had had a nephrectomy fifteen years previously 
with tubercular ulcerations of the bladder which 
healed and contracted her bladder. That left 
her with a bladder capacity of thirty cc. She 
voided urine every fifteen minutes and was un- 
able to sleep nights. We transplanted her sin- 


gle ureter into her rectum. She has since mar- 
ried, sleeps throughout the night and holds her 
urine without difficulty in her rectum. 

The next case was an Albanian woman. She 
had had a difficult delivery in Albania followed 
by a large vesicovaginal fistula and there had 
been four attempts made to repair it, all of 
which were failures. She came to us with a 
very large opening, several inches in diameter, 
obviously one that could not be repaired. She 
was unable to go out because of leakage of urine. 
We transplanted both ureters into the rectum 
at one operation. I couldn’t make up my mind 
at the time whether she was pregnant or had 
a fibroid; anyway, it was too late to withdraw 
and the transplants were done. She miscarried 
two months later and it did not hurt the trans- 
planted ureters at all. She has been very com- 
fortable and controls her urine perfectly. 


In the next case Dr. Clute successfully trans- 
planted both ureters in a patient with carci- 
noma of the bladder which had eroded into the 
uterus. At the end of six or seven weeks after 
the transplanted ureters were functioning per- 
fectly, an operation attempting to remove the 
uterus and bladder together resulted in death. 
The transplantation, however, had been entire- 
ly successful. 

We have learned one or two points in con- 
nection with the technique of transplantation 
of the ureters. First of all, you need all the 
ureter you can get. It is very trying to have 
a short ureter and to have difficulty in pulling 
it over the rectum. The ureters should there- 
fore be tied off as close to the bladder as pos- 
sible. Next, you need to put the ureter cathe- 
ters, by the Coffey technique, if you use that 
method, well up to the kidney pelvis where they 
drain well. If placed only partly up the ureter, 
the eye of the catheter may be occluded and 
that makes drainage difficult. Next, we think 
all cases should be drained, because one of ours 
leaked and that does not mean they will fail 
as the result of this because the leakage stopped 
and healing and function were perfect. 

I think this is an excellent operation, one that 
is not difficult to employ. I have been inter- 
ested because the literature speaks of irrita- 
tion in the rectum from the urine. None of 
our cases have had irritation. Most of them 
have been able to sleep well through the night. 
All have had good control. In extrophy of 
the bladder, early carcinoma, intractable vesico- 
vaginal fistulae, even in Hunner’s ulcers and in 
the contracted tuberculous bladders, this is a 
very satisfactory and feasible operation. ° 


Dr. JoHN H. CunnineHAm, Boston, Mass.: 
The procedure that we have just been hearing 
about has been of great interest to genito- 
urinary surgeons for a long time. 

I agree with all that has been said about the 
Coffey technique for most diseases of the blad- 
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der, but I am going to say something contrary 
to what has been said in connection with the 
advanced carcinomas of the bladder, especially 
in the male. I think Dr. Pitts’ patient is a most 
remarkable case and does not represent the usual 
result that is obtained in the group of patients 
with advanced carcinoma of the bladder. I 
wish to congratulate him. How advanced the 
disease was at the time of operation, I am not 
at all certain. 


Theoretically the thing to do in these ad- 
vanced cases of carcinoma of the bladder is 
exactly what Dr. Pitts has accomplished ; divert 
the urinary stream and then eradicate the dis- 
ease by doing a cystectomy. Practically, that 
has worked out very badly in most attempts. 
Most cases, where the technique of putting the 
ureters into the bowel has been employed for 
advanced carcinoma, have not lived to get 
around to the cystectomy, and of those that 
have had the cystectomy done all but a very 
few have died. This is not surprising because 
most of these patients are in poor general con- 
dition and many of them, I think, have metas- 
tases. 


This patient that we have just seen does not 
give the general appearance of having metas- 
tases, but the period since operation is only about 
nine months. 

I believe that there is a feeling among sur- 
geons that metastases from carcinoma of the 
bladder occur late and not so frequently as is 
actually the fact. In checking up this matter 
some time ago I was able to get reliable data 
on 411 autopsies in patients who had died with 
carcinoma of the bladder. One hundred and 
thirty-three, or 33 per cent, or, in other words, 
about one in three, had gross metastases. This 
leaves a rather bad picture to start with, aside 
from any kidney or other defects which may 
exist. 

I am quite sure that these advanced malignant 
tumors of the bladder metastasize earlier than 
we believe and I think the reason we don’t get 
good results in whatever procedure we carry out 
is due in part at least, and I think a great part, 
‘to the metastases. It is so with my patients, 
at least. 

In regard to the treatment of these cases, of 
course there is much discussion, and many meth- 
ods are employed because there is no method 
generally accepted. It is generally admitted, 1 
think, that malignant tumors of the bladder, so 
far as treatment is concerned, fall into two 
classes ; those you can resect and those you can’t. 
If you can resect them, you know the results 
are very good; if you can’t resect them, and 
that is the group I am concerned with, the re- 
sults by any procedure are bad. We have at 
our command this procedure of diverting the 
urinary stream and then doing a cysteetomy 


(theoretically ideal ; results usually fatal) or em- 
ploying diathermy or radium alone or combined 
(theoretically palliative, occasionally curative). 
X-ray has not been of much value. By the use 
of radium (the Barringer method) Barringer 
records 71 patients with 23 cures over a period 
of five years and Baer reports 30 per cent of 
apparent cures in this non-resectable group by 
using Barringer’s method. There is considerable 
evidence that Barringer’s method stands by it- 
self in this non-resectable group. 

My own opinion is that when the disease is so 
advanced as to require diversion of the urinary 
stream from the bladder, a cure cannot be ex- 
pected. As a palliative measure we employ 
diathermy to destroy slough and stop bleeding, 
and radium to get a possible, yet unexpected 
eure. If the urine needs to be diverted from 
the bladder, it has been my experience at least, 
that a permanent suprapubic tube is preferable 
to undertaking this more radical Coffey tech- 
nique because of the frequency of metastases 
and the patient’s poor general condition which 
usually gives a fatal operative result. 


Dr. James R. Miter, Hartford, Conn.: I 
think you might be interested to hear of this 
patient who was operated upon for the removal 
of a cysto-adenomatous carcinoma of the ovary. 
Two inches of the right ureter were accidental- 
ly resected. Implantation in the bladder was 
impossible. She had a mobile sigmoid which 
was attached to the right side of the pelvis and 
with the Coffey technique, minus the catheter, 
the right ureter was implanted into the sigmoid. 
This operation was done over six years ago, 
some time before I had the privilege of read- 
ing Dr. Coffey’s article. The right ureter was 
implanted in the rectum with the modified tun- 
nel about 4 cm. long. The uroselectan pictures 
taken recently show a slight dilatation on the 
right side. 


(Slide) There it is. 
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(Slide) The next slide shows, I think, quite 
clearly the opaque medium in the bladder and 
also in the rectum. 


Dr. J. DELLINGER Barney: I should like to 
add one more indication, namely, that of a water- 
ing pot peritoneum. We had a young man at 
the hospital with periurethral and urethral ab- 
scesses who had been operated on at various 
times by various surgeons but without result. 
He had innumerable abscesses and fistulae in 
the perineum and two or three along the course 
of the urethra. 

I tried to improve the condition by operation 
on these lesions and cleaned them up to a large 


extent, but it was apparently hopeless. He had 
a bladder which held only a half ounce. He 
was wet and wretched all the time. 

I suggested this operation to him and he 
welcomed it with open arms. I did it using 
the Coffey technique by bilateral simultaneous 
transplantation and he has been perfectly well 
and perfectly dry and happy ever since, the 
only drawback being that he has had more or 
less nocturnal incontinence. 

Perhaps Dr. Risley, if he is here, may have 
seen that boy lately. 

Dr. RisteEy: He has not reported. 

Dr. BARNEY: Apparently the desire to urinate 
does not wake him up and he has wet the bed 
not infrequently, but there is every reason to 
suppose that this will eventually cease. 


Dr. Herman C. Pitts: I was glad to hear 
the President mention the necessity of not hav- 
ing any tension upon the ureters when they are 
transplanted. In one case we transplanted, the 
woman lived for several weeks and finally died 
of sepsis and the autopsy showed that there had 
been tension enough on the ureters to pull open 
the small incision that I had made in the ree- 
tum at the time and that sepsis had crept in 
around it. It was interesting in that case to 
note that there was no stricture at the site of 
the urethral implantation. 

I had always been given to suppose that these 
patients were likely to die from back pressure 
due to a stricture at the point of implantation, 
but in this particular case the ureters were per- 
fectly patulous, without any stricture at all. 


REPORT OF ADVISORY COMMITTEE ON EMPLOY- 
MENT OF MINORS IN HAZARDOUS OCCUPA- 
TIONS 


Available statistics and recent investigations, limit- 
ed as they are, stress the urgent need for more 
adequate protection of young workers against indus- 
trial accidents and occupational diseases. It has long 
been recognized that the natural curiosity, lack of 
prudence, and imperfect muscular codrdination, in- 
herent in youth, make it dangerous to employ boys 
and girls in proximity to complicated machinery. 
Furthermore, adolescents are more susceptible than 
adults to such hazards as poisonous substances, viti- 
ated air, and nervous and physical strain. Yet child- 
labor legislation has been slow to take into account 
this peculiar susceptibility of the young worker to 
accident and occupational disease. At first it was 
thought sufficient to keep children out of certain 
establishments or industries up to a fixed age; once 
past that age they were allowed to work as if they 
were adult. The idea that they should be prohibited 
from engaging in certain special kinds of work even 
after they were old enough to enter industry devel- 
oped late and has been embodied in laws and rulings 


which even to-day are incomplete and lacking in uni- 
formity. Some laws contain only the most general _ 
provisions against employments dangerous to life 
or limb, to health or morals; others apply to a long 
list of specified occupations. Some provide that these 
lists may be supplemented from time to time by rul- 
ings of special boards. On the whole, the mass of 
this legislation has been formulated without suf- 
ficiently detailed knowledge of modern industrial 
conditions. Occupations prohibited in one state are 
entirely unregulated in another, and many states 
have failed to prohibit occupations that are acknowl- 
edged to be extremely hazardous. One of the most 
obvious weaknesses is the failure to regulate ade- 
quately the employment of minors 16 and 17 years 
of age, although high accident rates indicate that this 
group of immature workers is in great need of pro- 
tection. 

The committee has given consideration only to 
those occupations in which accident or health haz- 
ards are involved. Research is continuing along 


several lines, including the hazards involved in mes- 
senger service and in the operation of dangerous 
power-driven farm machinery. The committee’s find- 
ings are available for all who may profit by them. 
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SEPARATION OF SYMPHYSIS PUBIS* 
Report of Ten Cases Occurring During Delivery 
BY BENEDICT F. BOLAND, M.D.t 


EPARATION of the symphysis pubis, while 
rare, is not so uncommon as is generally be- 
lieved, especially in relation to obstetrics. The 
rarity of this lesion is due chiefly to lack of ree- 
ognition. Four of the cases herein submitted oc- 
curred following normal delivery, two after falls 
during the prenatal period, and the other two 
as the result of forceps extraction. From the 
fact that four of the cases resulted in normal 
deliveries on the Obstetrical Service of the Bos- 
ton City Hospital and because seven of them oc- 
curred in 4800 deliveries from January, 1931 to 
September, 1932 inclusive, making the ratio one 
in 685 deliveries, its frequency and occurrence 
in normal delivery appear interesting. One of 
these cases is reported because of its legal as- 
pect, in that a verdict was rendered for the pa- 
tient. The increasing number of automobile ac- 
cidents in which pregnancy is present and back 
injuries are sustained, demands a careful acci- 
dent history to rule out bony pelvic disturb- 
ances, 

Andreas Vesalius in 1543 demonstrated the 
first accurate description of the pelvis and 
showed that the pelvis, for practical purposes, 
should be considered as an unyielding bony ring. 
His associate, Realdus Columbus, showed that 
each innominate bone was originally composed 
of three separate portions—the ilium, ischium, 
and pubis—which fused together just before pu- 
berty. These findings were in direct con- 
trast to the Hippocratic doctrine that a woman’s 
pelvis separated in her first labor and remained 
so thereafter. In 1599 Severin Pineau reported 
a separation in the pubis of a woman who suf- 
fered punishment by death ten days postpar- 
tum, for the murder of her child. The dissec- 
tion, done in the presence of Ambroise Paré, 
proved the plausibility of the older tenet to their 
complete satisfaction. Paré writes, ‘‘The pelvis 
is so small; how ean a baby come through so 
small a space unless the pelvis yields?’’ Mari- 
ceau was the only obstetrician of the seventeenth 
and early eighteenth centuries to reject the Hip- 
pocratic doctrine. 

-As early as 1812 Le Gallois showed that the 
pelvis of the female guinea pig was only about 
half the size of the fetal head and that parturi- 
tion was possible only by an increase in size of 
the pelvis, since the head measured 30 millimeters 
and the pelvis but 11 millimeters. He showed 
that three weeks before parturition, the liga- 
ments joining the pubes became thick, soft, and 
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malleable, so that the pubes gradually opened, 
the ilia swinging on the relaxed uterosacral 
joints as if on a hinge. At time of parturition 
there was a separation of at least one finger’s 
breadth and very often two. Immediately after 
delivery the shrinkage began, and the symphysis 
in a few days receded to normal width and con- 
sistency. Knox, in 1839, made similar observa- 
tions in a pregnant seal. Barlow, in 1854, de- 
scribed changes in the pelvic joints of the par- 
turient cow. 

Dunean’s essay, in 1867, gives the best sum- 
mary of the behavior of the pelvic joints in 
pregnancy and labor. He stressed the error of 
teaching that the pelvis is immobile since the 
sacrum normally rotates within small limits on 
a transverse diameter. This mutation of the 
sacrum occurs in men and women. When 
standing, the body weight pushes the promon- 
tory backward, thus increasing the length of 
the conjugate vera. When squatting, the prom- 
ontory is pushed forward and the coceyx 
backward, thus increasing the diameter of the 
outlet. With the softening of the pelvic joints, 
which occurs normally during pregnancy, the 
movements of the sacrum are increased. Na- 
ture utilizes them to aid labor and to guide the 
woman in the first stage to walk about to in- 
erease the inlet while the head is high. When 
the presenting part reaches the pelvic floor, 
the reflexes cause the patient to draw up her 
knees and bear down. The contracting abdom- 
inal muscles pull the pubes up and thus increase 
the outlet. Moreover, the patient pushes with 
her feet wide apart in a position to take ad- 
vantage of any separation of the pubes. Dun- 
can’s dissertation clearly explains the value of 
the position described by Walcher. 


The difference of opinion produced the oper- 
ation of symphysiotomy which is practiced 
more frequently abroad at the present time. The 
operation consists essentially in sectioning the 
entire symphysis without damaging the superior 
ligament, and does not produce shock or risk of 
peritoneal infection. Desnoyers states, ‘‘It must 
not be considered that symphysiotomy can re- 
place Caesarean operation in all cases and it 
should only be performed when there are defi- 
nite indications such as the following: (1) 
a slight pelvic deformity; (2) a minimum 
disproportion between the fetal head and ma- 
ternal pelvis; (3) dilatation which is as ad- 
vanced as possible; (4) a state of functional 
sufficiency of the uterus so that delivery can be 
terminated spontaneously after the operation, 
as forceps or version increase the risks for the 
mother and child; (5) the soft parts must be 
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supple; (6) absence of uterine infection. When 
a woman in labor presents signs of infection of 
the amniotic fluid, the risk of symphysiotomy is 
increased, but is certainly much less than in 
the case of Caesarean operation. In the case of 

a slight infection or latent infection the risks 
of Caesarean operation increase while those of 
symphysiotomy do not.’’ 


TYPES OF SEPARATION 


Rupture of the symphysis pubis occurs in two 
etiologic groups. Group one separations are 
produced by severe external trauma. This type 
of case generally sustains visceral injuries. The 
second group is the result of parturition. Soft- 
ening and relaxation of the capsule, caries, rachi- 
tis, osteomalacia, chronic rheumatism, trauma 
resulting from falls during pregnancy, congen- 
ital weakness of the ligaments and contracted 
pelvis, have all been described as causative fac- 
tors for this condition. 

DeLee reports that 67 per cent are produced 
by forceps delivery; the remainder are due to 
the after-coming head or shoulders. He feels 
that, ‘‘improperly directed forceps traction 
with the head acting as a wedge between the 
rami, or using too great force, will produce 
the rupture, perhaps even in the absence of 
pathologie softening.’’ 


ANATOMY 


The symphysis pubis results when the an- 
terior wall of the osseous pelvis is completed by 
the articulation of the bodies of the two pubic 
bones. It is held together by four ligaments, 
the anterior pubic (the strongest), the posterior 
pubic (the weakest), the superior and inferior 
pubie (arcuate). Each pubic bone is covered 
with a layer of hyaline cartilage. Between these 
hyaline layers there is an interposed fibrocar- 
tilage called the lamina fibrocartilaginea in- 
terpubica, in the interior of which there is a 
vertical anteroposterior cleft. This cavity ap- 
pears between the seventh and tenth years and 
is attributed to the breaking down of the inter- 
pubic lamina. 


HISTOLOGIC FINDINGS 


Putschar made a histologic study of 60 sym- 
physes and concluded that there is no principal 
difference in the cleft formation of the multip- 
arae, nulliparae and males; that the loss of 
ligamentous structure and genuine joint forma- 
tion occurs only in multiparae; and that the ex- 
tensive fatty degeneration and calcium deposits 
in the ligaments are characteristic changes of 
pregnancy. 

The median cleft of the symphysis is often 
present during early life, but may be absent in 
males throughout life. The hyaline cartilagin- 
ous plate which covers the bony ends during the 


growth period has various zones of degeneration |’ 


and vascularization. Occasionally these zones 
have a symmetrical arrangement. The disc is 


at first solid, but later there appear in it ele- 
vations and tears, especially at the margin, and 
fatty degeneration. The hyaline cartilage be- 
comes thinner with progress in age and may 
become fully replaced by fibrinous cartilage. 
Pregnancy and parturition produce severe 
changes in the symphysis. Loeschcke feels that 
pregnancy is characterized by hypertrophy of 
the symphyseal ligaments, a loosening of the 
symphyseal disc, an increased growth of bone 
in young women, and a renewed growth on the 
cartilaginous margin in older women. The 
degree of bony growth is measured by the ex- 
tent of forward protrusion of the point of in- 
sertion of the ligament, which bridges the pos- 
terior surface of the symphysis. Studies of this 
protrusion in pregnant women show a formation 
of new connective tissue between the perios- 
teum and bone, which is most pronounced close 
to the bony ends and which serves as a strength- 
ening for the ligament. Osteoclasts which de- 
stroy the old corticalis and which create a bet- 
ter point of attachment for the hyperplastic lig- 
ament may be demonstrated. This destructive 
vascular connective tissue reaches into the pos- 
terior ends of the cartilaginous plates, extending 
between the superficial surfaces of the bone and 
the cartilaginous plates, and apparently pro- 
duces the rounding of the posterior margins of 
the symphysis. 

Martius has shown roentgenologically the di- 
latation of the symphyseal cleft following de- 
livery and its regression during the puerperium. 
The pelvis is distended markedly during par- 
turition and delivery regardless of the loosen- 
ing of the symphysis. This distention always 
traumatizes the symphysis. Changes occurring 
in the previous pregnancies of multiparae can 
be shown near the tears produced by the last 
pregnancy or often as a continuation of the pre- 
vious pregnancy. These tears are usually par- 
allel to the bony ends. Several weeks after de- 
livery, fat may accumulate in the ligaments and 
may result in a diffuse fatty degeneration. Cal- 
cium deposits may be frequently found in the 
ligaments of the multiparae. These tears and 
renewed growth on the cartilaginous margins 
of multiparae may remain intact or may lead 
to the formation of cystic structures. These 
changes may destroy the cartilaginous disc and 
result in a genuine joint formation in the re- 
gion of the symphysis of the multiparae. This 
is an important mechanism during parturition. 
The rigid pelvic ring gains a more free motility 
by these resultant changes. Both halves of the 
pelvis can carry out certain passive movements, 
and an increased influence can be exerted on the 
sacro-iliae joint. 


MECHANICS OF THE SEPARATION 


The descent of the fetal head against the pel- 
vic ring produces a separation of the symphysis 
which spreads at its weakest point. The condi- 
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tion is caused by trauma, and, when the sym- 
physis separates, the sacro-iliac joint is involved 
either on one or both sides. A posterior dis- 
placement of the acetabulum and a consequent 
change in the plane of the hip joints, which face 
almost directly laterally instead of anterolat- 
erally, are the third resultant lesion of this con- 
dition. DeLee states that, ‘‘since it requires 
the enormous force of from 400 to 2600 pounds 
to disrupt the pelvic girdle, some inherent weak- 
ness of the joint must pre-exist.’’ 


CLINICAL SYMPTOMS AND DIAGNOSIS 


All these cases were acute in character and 
symptoms were noticed anywhere from two 
months before, to twelve days following deliv- 
ery. Pain in the symphysis region was the 
most prominént sign, followed by pain in the 
lower back, which in some cases radiated down 
the thigh and legs. Three cases were discov- 
ered before delivery and confirmed by x-ray. 
Only one case completed her puerperium and 
exhibited symptoms on getting out of bed. In 
this case walking was difficult and extremely 
painful, and the patient exhibited the peculiar 
duck waddle seen in the gait of a bilateral dis- 
location of the hips. Diagnosis can be made on 
the gait, and palpation of the symphysis will 
permit the insertion of one or two fingers be- 
tween the pubic bones, if tenderness is not too 
marked. Examination of the sacro-iliae joint 
reveals tenderness of one or both joints and a 
weakness in execution of motions of one or both 
hips. Weakness of leg motion or inability to 
elevate the heel from the bed (straight leg rais- 
ing) may also be present. With a patient stand- 
ing on one leg the pelvis usually sinks slightly 
toward the opposite side (positive Trendelen- 
burg sign). This is more marked when the pa- 
tient stands on the side complicated by the sacro- 
iliac lesion. Rocking the symphysis may pro- 
duce crepitus or motion. Abducting the legs or 
alternately elevating and lowering them may 
produce the same sign. Roentgenogram plates 
confirm the separation and also show the amount 
of sacro-iliae joint involvement. 


TREATMENT 


One factor, which is preéminent in the treat- 
ment of this condition, is the removal of ten- 
sion and strain from the sacro-iliac joints. This 
can be accomplished by the insertion of a frac- 
ture board between the bedsprings and mat- 
tresses. Great relief from pain is afforded the 
patient. When the acuteness of the pain has 
subsided, the pelvis and sacro-iliac joint are 
strapped with adhesive plaster. Pressing the 
sacro-iliac joints together with the aid of an 
assistant and strapping them is of great im- 
portance. A circular strapping about six inches 
in width encircling the entire pelvic girdle will 
force the symphysis together after the sacro-iliac 
region has been relieved. The above maneuvers 


will close the sacro-iliac joints, restore the acet- 
abula to a normal plane, and also close the gap 
at the symphysis. If one side of the symphysis 
is elevated, the leg should be strapped and 
about five pounds of weight applied for trac- 
tion to bring the part down to a normal level. 
The patient should be placed on a Bradford 
frame if this treatment is indicated. Follow- 
ing the reduction with adhesive plaster a steel 
butterfly brace is applied and worn by the pa- 
tient for months. This brace encircles the body 
just above the level of the trochanters and is 
pulled firmly together in front by straps and 
buckles. Perineal straps beneath each leg are 
essential to hold the belt in position. This brace 
does not afford sufficient support in the early 
stage of this condition. It was applied in one 
ease which showed only slight separation with- 
out sacro-iliaec joint complications. Although 
the patient was kept flat in bed, the gap at the 
symphysis was increased after a two weeks’ 
period. Regular strapping with adhesive had 
to be applied to correct the separation at the 
symphysis. 

In those cases in which a wide separation at 
the symphysis is found, a canvas sling or 
swathe, which encircles the patient from behind 
forward, works more satisfactorily. The sling 
envelops the pelvis and extends about eight or 
ten inches on either side. A wooden spreader is 
attached to either end of the sling. A rope is 
tied to the spreader and run over a pulley which 
is attached to a fracture frame on either side of 
the bed. Five pound weights are applied, and 
may be increased to 25 pounds, for traction. A 
strong continuous compressive force is exerted 
by the pressure of the sling on the sides of the 
pelvis and tends to restore the bones to normal 
position. The position is really more comforta- 
ble to the patient than adhesive strapping, 
which tends to peel, if properly managed. Sup- 
port by either adhesive strapping or sling sus- 
pension should be maintained for a period of 
two to eight weeks depending upon the lesion. 
A butterfly brace is then applied, and the pa- 
tient permitted to walk with the aid of crutches. 
Roentgenograms should be made weekly to note 
the progress in the closure of the separation, 
and the case should be followed by a competent 
orthopedic surgeon. 


DELIVERY 


Opinions differ among obstetricians as to the 
method of delivery when this condition is pres- 
ent. Some practice immediate delivery with 
forceps or version, while others permit nature to 
take its course. The writer prefers to leave the 
delivery to nature unless there is danger to the 
mother or baby, when forceps are then applied. 
Correction of posterior occiput or brow posi- 
tions will aid the mechanism of labor. Walcher’s 
position during labor is also useful. 
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CASE HISTORIES 


Case I—E. F. aged 24; Obstetrical History, August, 
1925, October, 1926, July, 1929——all normal deliveries 
with excellent recovery. 


Present Illness—Has had an uneventful prenatal 
period. Vomiting during the first two months has 
returned during the past two weeks. 

Blood pressure average 118/78. 


Delivery—Entered hospital 12:15 A. M. Sept. 15, 
1931. Vertex presentation high in pelvis,—cervix 
not dilated, membranes intact. Delivered normally, 
8:40 A. M. Sept. 15, 1931. 

Follow-Up—On September 17 the patient had a 
temperature of 103° accompanied by a chill. She 
also complained of pain over the symphysis, and 
urinary disturbance. X-ray of pelvis showed a 
three-quarters of an inch separation of the sym- 
physis. The pelvis was strapped, but the patient 
still had a temperature and a slight cough. Chest 
showed a diffuse bronchitis with changes in breath 
sounds in the left apex and a soft systolic murmur 
at the apex. 

X-ray shows a diminished radiant infiltration of the 
right apex compatible with tuberculosis and bilat- 
eral cervical ribs more on the left. Urine sediment 
showed a few pus cells. Blood culture and sputum 
were negative. On October 16, about one month 
after delivery, the symphysis remained about the 
same and the patient had no symptoms other than 
a persistent productive cough with a daily elevated 
P. M. temperature. Obstetrically, the uterus was 
well involuted, movable, vaults free, os closed and 
no flow. Perineum was intact. Urine showed a 
very slight trace of albumen with only a few pus 
cells. The patient was transferred to a medical 
service and the chest examination showed the chest 
symmetrical, the right being larger than the left 
upon expansion; percussion good to hyperresonant. 
In front harsh breath sounds with wheezing rales 
in both sides were present. In the back at the lower 
border of the tenth rib, voice sounds were harsh, 
but not increased. At the right apex breathing was 
bronchial with harsh, but not loud voice sounds. No 
rales were present. At the upper left there was an 
area of dullness. Breath sounds were bronchial to 
bronchovesicular. Both spoken and whispered voice 
was increased. Right base had a small area of dull- 
ness with decreased tactile fremitus and distant 
sounds present. Although the patient had not been 
out of bed she demanded discharge on request 
against advice, two days after transfer. 

On October 25, the patient was re-admitted in 
acute pain and with a swollen abdomen. She stated 
that upon arrival home, six days before, she at- 
tempted to walk about and felt something give in 
her lower abdomen. Examination at this time 
showed a white count of 11,600 cells, the urine had 
a few pus cells and the temperature was 103°. Vagi- 
nally, there was a slight bilateral tear of the cervix. 
The fundus of the uterus was not felt on account of 
the induration of the abdomen, which extended mid- 
way between symphysis and umbilicus, and resem- 
bled a fetal head. On the right of this mass there 
was a raised area with the appearance of a bleb. 
A similar area was present on the left with a more 
scattered area of redness about it. The area be- 
tween the symphysis and umbilicus was dull on per- 
cussion. There was marked tenderness and indura- 
tion of tissue over the symphysis. The separation 
of the symphysis admitted the tip of the index fin- 
ger. After voiding, the patient was catheterized 
and a small amount of urine obtained. The ab- 
dominal condition simulated an extravasation of 
urine. X-ray of the chest showed slight cloudiness 
of the right apex consistent with resolving pnen- 


monia. Pelvic x-rays showed the same original sep- 
aration of the symphysis with a cloudy joint sur- 
face suggesting infection. Cystogram made with 
the catheter in the bladder showed a normal blad- 
der outline. The area over the symphysis was 
poulticed and incised, and free pus was obtained. 
Rubber dam drains were inserted into the prevesical 
space. The wound drained freely for ten days and 
the temperature gradually returned to normal. The 
chest cleared up, the abdominal wounds healed and 
the patient was up and about the ward with a belt 
brace for one week. Tenderness and swelling of 
the symphysis disappeared and x-ray showed the 
symphysis to be within normal limits. 

March 17, 1932—Patient has worn belt for about four 
months. She is now without symptoms except fa- 
tigue if she walks too much. X-ray shows the sym- 
physis to be within normal limits. 

Case II, C. W., aged 37, Obstetrical History—Janu- 
ary 1922, normal delivery; August, 1923, and De- 
cember, 1920, high forceps deliveries; June, 1926, 
low forceps delivery. 

Present Illness—Patient has had O. P. D. prenatal 
care—which has been uneventful. She has had 
no accidental or traumatic pelvic injuries. 
Delivery—Entered hospital March 3, 1931, at 10:00 
P. M. Vertex presentation, head engaged. In mild 
labor. Delivered normally March 4, at 1:55 A. M.— 
four hours after entrance. 

Follow-Up—tThree days after delivery the patient 
complained of pain and a grating sensation in the 
right hip. Sacro-iliac strapped, with subsequent re- 
lief. X-ray No. 20494 of pelvis showed no separa- 
tion of symphysis, but roughened edges. On the 


2 


4 
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No. 70720. 
ening of the edges. 
one inch at the symphysis. 


CASE IL. No separation of symphysis, rough- 


Two weeks later this case was separated 


strength of the negative x-ray the patient was per- 
mitted out of bed on March 17, but walked with a 
considerable limp. A second pelvic plate, No. 28363, 
taken immediately afterward showed an inch sep- 
aration of symphysis pubis. The patient was 
strapped around the entire girdle and placed on a 
Bradford frame. Following the disappearance of 
tenderness she was discharged to the Orthopedic 
Outpatient Department, after being up and about the 
ward for one week. The patient had no limp on 
walking or pelvic pain on discharge. 

March 17, 1932, O. P. D.—The patient was delivered 
one year ago (March 4). Since delivery she has had 
continual pain. Remained in hospital three months 
postpartum and since then has been able to do only 
light housework. She has pain over the symphysis 
which radiates along the anterior crest of both ilia. 
Elevation of legs produces spasm of muscles over 
sacro-iliac region. Parous introitus, poor perineal 


support. Moderately large cystocele. Bilateral tear 
No 


of cervix. Uterus anterior, freely movable. 
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marked tenderness in either vault. Cervix shows 
moderately thick, green discharge with redness of 
anterior and posterior lip of cervix. On walking 
patient sways slightly to left—not consistent with 
“duck waddle.” 

Rx: X-ray of pelvis. Refer fracture. 

May 4, 1932, Orthopedic O. P. D.—Tender over both 
sacro-iliacs. No tenderness over fifth lumbar. Slight 
tenderness over symphysis. Forward bending one- 
half, hyperextension one-third, left lateral bending 
one-half, right lateral bending 50 per cent. Diag- 
nosis—Double sacro-iliac strain. Rx. Butterfly brace. 
Return in two weeks. R. F. Sullivan, M.D. 


CasE III, F. S. aged 29. Past History—two previous 
deliveries; first, low forceps; second, normal;— 
otherwise well. 

Present Illness—Patient fell and injured abdomen 
when three months pregnant. Flowed on and off 
slightly for several weeks and could not walk. Failed 
to continue prenatal care because of pain on walk- 
ing. 

Delivery—Entered hospital Oct. 30, 1931, at 9:00 
A.M. Full term pregnancy, not in labor, membranes 
not ruptured, cervix not dilated. Delivered normally 
Oct. 31, 1931, at 7:05 A. M. Mother and baby well. 
Follow-Up—Three days after delivery patient had 
slight tenderness over symphysis and left sacro- 
iliac joint. 

X-ray showed slight separation of symphysis with- 
out separation of pelvic bones. 
strapped and belt applied by the Orthopedic Serv. 


CASE III. 
right side. 


ice. The strapping was removed and with a fitted 
belt the patient was permitted to walk about the 
ward. In the absence of pain or any limp she was 
discharged. 

March 17, 1932, O. P. D.—Patient complains of pain 
and numbness in left leg, radiating to knee and left 
inguinal region. She is also unable to wear high- 
heeled shoes around the house, but feels comfortable 
in sneakers. She has intervals of sharp shooting 
pains in the left groin. She wore the belt for two 
months after delivery, after which she discarded 
belt for rubber corselet. Examination reveals slight 
tenderness over symphysis pubis and also over left 
inguinal canal along Poupart’s ligament. 

Vaginal examination: parous introitus; good perineal 
support. Uterus normal size, anterior position. 
Vaults free. Bilateral tear of cervix. Inspection 
with speculum inserted in vagina shows slight endo- 
cervicitis. Patient has no urinary disturbance. Rx.: 
X-ray of pelvis. 


May 9, 1932, Orthopedic Dept.: On palpation over 
symphysis, the disalignment between the bones can 
easily be felt. On rocking the two segments there 


Separation of the symphysis with elevation of the 


The patient was 


is hardly any abnormality of motion. There is defi- 
nite but moderate tenderness over the left side. 
Opinion: Since patient states that her only dis- 
comfort is fatigue, which is improving, I advise 
nothing except that she continue her pelvic belt. 
Diagnosis: Separation of symphysis. R. F. Sulli- 
van, M.D. 


Case IV, M. K., aged 24, Obstetrical History; 1926, 
induction by bagging, toxemia, B. P. 175/102, deliv- 
ered by high forceps; 1928 induction by bagging, 
toxemia B. P. 210/121, delivered by high forceps; 
1929, miscarriage 3 months. 

Present Illness—January, 1930, patient has had no 
prenatal care and comes to the clinic seven months’ 
pregnant and complaining of pain over symphysis. 
She slipped on an icy sidewalk two days ago. Pain 
has increased. Gait is compatible with a waddle 
gait. There is tenderness over both sacro-iliac re- 
gions, but not so marked as at the symphysis. Weight 
of baby in utero produces marked pain on walking. 
Patient admitted to wards and placed on a fracture 
board with sacro-iliacs and symphysis strapped. At- 
tempt made to reduce blood pressure which has 
always been around 200 at term. Five weeks after 
admission she began labor, but the head remained 
floating and failed to engage after a three hours’ 


CASE IV. Separation of the symphysis of nearly one inch 
prior to delivery. Fetal head can be seen in the pelvis. 


test of labor. The patient had excruciating pain 
at symphysis with each labor pain, which was not 
relieved either by sodium amytal or morphia. Vag- 
inal examination under gas on entrance showed a 
promontory which was probably the obstructing fac- 
tor in her previous labors. For these reasons a low 
cervical section was performed. Patient was put up 
in sling traction for 20 days, after which she was 
removed and strapped until the social service pro- 
cured funds for a belt. Her tenderness and pain 
disappeared and there was no limp to her gait. After 
she could walk about the ward without crutches, 
for one week, she was discharged home and ad- 
vised to take things easy. One week later the dis- 
trict nurse reported that the patient was attempt- 
ing to do her own housework and also had a return 
of symphysial pain. 

March 28, 1930, Orthopedic Note—The patient still 
has separate symphysis and walks badly. She will 
probably want graft operation. Strap up for fort- 
night and then we will check up and see. Opera- 
tion unless she is very distinctly improved. Dr. 
Frederic J. Cotton. 

April 11, 1930. F. Fract. The patient is improving 
so much that question of necessity ef operation in 
this case is not necessary. We are to keep track 
of her, and have her report in one month. In the 
meantime, she is to go to the special varicose vein 
clinic for varicose veins. 

Diagnosis: V. V. right leg. Dr. Cotton. 


(X-ray of pelvis taken April 11, 1930—Negative.) 
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May 9, 1930, F. Fract. Joint about normal. Mo- 
tions are normal, but patient states that she tires 
somewhat. Advised to wear a tight support for 
hips and return in one month. Dr. Hermann. 

This patient failed to return to the clinic because 
of lack of carfare, according to her story on her 
second admission five months later. 

Second Admission October 8, 1931. Discharged No- 
vember 29, 1931. Patient has had no prenatal care 
with this pregnancy. Headaches and dizziness for 
the last three days. B. P. 190/120. Edema of the 
feet and legs for past four months. Labor began 
at 9:00 P.M., October 8, 1931. Membranes ruptured 
at 9:30 P.M. Entered hospital at midnight at which 
time rectal examination showed the os 2% fingers 
dilated, head high in pelvis and the patient in active 
labor. Sodium amytal gr. 6 given but labor re- 
ceded. The patient began active labor later the next 
night and delivered normally. Test of labor was 
given to see if patient would not deliver normally. 


AS IV. 
previous plate shows the same case prior to delivery in its 
first separation at which time a Caesarean section was per- 
formed. This plate is a separation in her second delivery 
following normal delivery. 


Second separation of the symphysis. The 


X-ray examination four days after delivery showed 
@ separation at the symphysis which appeared to be 
one-half inch more than one year ago. 
and pain were present over the symphysis and left 
sacro-iliac region. Leg raising and abduction were 
limited because of pain. Adhesive strapping was 
applied and the patient was made comfortable. Six 
weeks after delivery, the pelvic bones had lost their 
tenderness, there was no limp to her gait, and 
x-rays showed the pelvis to be within normal limits. 
The patient was advised to return to the clinic for 
follow-up. Repeated letters and search by the so- 
cial workers have failed to produce this patient for 
reéxamination. 


CasE V—(Through courtesy of Attorney James M. 
Hoy. The patient was delivered in a suburban hos- 
pital and is not one of this writer’ s series under 
treatment.) 


CasE V, E. R., aged 32, was admitted July 11, 1925. 
Discharged Nov. 22, 1925. 

Present Illness—Prenatal care had been uneventful. 
Patient entered hospital July 11, 1925 at 2:00 P.M. 
in the first stage of labor. Second stage began at 
3:00 A.M., third stage at 4:00 A.M. Placenta was 
expressed by Credé method. The patient had had 
an easy time and was given a little chloroform. The 
head had rested on the perineum for over one-half 
hour and low forceps were applied. The patient sus- 
tained a separation of the symphysis, the width of 
which admitted two fingers. A wide tear extended 
upward through the mucous membrane and clitoris. 
Another obstetrician, who was in the hospital at 
the time of delivery, reviewed the case and a con- 
sultation was held with a general surgeon who had 
been summoned. The latter decided on immediate 


Tenderness 


operative repair, and sutured the symphysis together 
with kangaroo tendons. The patient made a good 
surgical and obstetrical recovery. 

X-rays taken Sept. 11, 1925, showed that separation 
of the symphysis was not over % inch and only 
slightly more than normal separation as seen by 
x-ray. 

The x-ray taken Oct. 22, 1925, read as follows: 

The symphysis has closed up considerably so that 
the gap between the bones is not over % inch, slight- 
ly more above than below. This amount of opening 
is little more than normal width of cartilage so that 
actual separation, if any exists, is extremely small 
—not more than 1/8 inch. 

Comment: This case was operated on while still 
under an anesthetic during. delivery. Suit was in- 
stituted for negligence and also because repair of 
the separated symphysis was performed while the 
patient was under an anesthetic and therefore had 
not given her consent to the operation. This case 
was settled out of court with a verdict for the plain- 
tiff. Negligence was not proved, but lack of con- 
sent to operation was the factor which caused this 
suit to be settled rather than go to the jury. 


CasE VI, E. E., aged 32,—Para II, present preg- 
nancy. Had an easy, spontaneous, normal delivery 
of male child. 

Puerperium was uneventful until the ninth day, when 
there was marked tenderness over the symphysis and 
pain in the same area, when attempting to roll from 
side to side. X-ray showed a slight separation of 


CASE VI. Slight separation of the symphysis of about % 


of an inch 


CASE VI. Showing an increase in the separation of the 
symphysis. The previous plate shows the original separation. 
This patient had a belt applied because of her objection to 
adhesive, but was caught unbuckling the belt during the night, 
which accounts for the increased separation, rather than to 
the type of treatment. The patient was difficult te manage, 
and the symphysis was only brought together by adhesive 
strapping. 
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the symphysis. Examination revealed tenderness 
and pain over symphysis and sacro-iliac region, with 
inability to elevate the left heel. Rocking the 
symphysis shows a gap of one finger’s breadth. A 
butterfly brace was applied, as the patient objected 
to adhesive because of a sensitive skin. The belt 
- afforded great relief of pain and tenderness. One 


only able to push the head down to a high mid- 
pelvis. Forceps extraction of a thirteen pound, six 
ounce baby was performed by the writer. 

The patient has had an uneventful convalescence 
and her pelvis is gradually resuming its normal 
plane. A brace is being secured by the social service 
department before the patient is permitted out of 
ed. 


week later, edema was present in left vulva. The] ped 


swelling increased for several days and the edema 
was brawny in character. Spontaneous rupture of 
this swelling occurred two days later. The wound 
was enlarged to permit drainage. Four ounces of 
pus were obtained. Further x-rays of the pelvis 
showed that, although a brace had been applied, the 
separation of the symphysis had increased twice as 
much. A girdle strapping was applied. The pa- 
tient is still under treatment. 


Case VII, M. O., aged 24,—Aug. 8, 1932, Para I. Pa- 
tient seen on the visit and forceps delivery advised 
when head was low. Nine hours later caput ap- 
peared at vulva and after one hour with no progress 
forceps were applied. Left transverse position ro- 
tated to anterior. Outlet very small, perineum 
spongy and thin. Head pulled onto perineum with 
some force after right episiotomy was performed. 
Remainder of perineum began to crack toward the 
rectum and because of this, a left episiotomy was 
done. The head was then delivered with no injury 
to the rectum. 

Episiotomies healed by first intention. On the 
tenth day postpartum, the patient complained of pain 
over the symphysis on an attempt to stand on the 
floor. Examination revealed definite tenderness on 
palpation over the symphysis and both sacro-iliac 
joints, with spasm of the left ham-string muscles. 
The patient was unable to elevate the left heel off 
the bed and held the foot in slight eversion. X-rays 
showed a slight separation of the symphysis with 
involvement of the left sacro-iliac joint. The pa- 
tient was placed on a fracture board and strapped. 
She is still on the service. 


Case VIII, M. M., aged 36, Para III—Patient entered 
hospital because she was a week overdue. Examina- 
tion revealed a large, obese woman, with tenderness 
over the symphysis pubis and moderate tenderness 
of both sacro-iliac joints. Leg raising was normal 
although slightly painful. Pain radiated throughout 
the whole lower pelvis when standing. Roentgeno- 


CASE VIII. Showing a three-inch separation of the sym- 
physis before delivery and also the floating fetal head. A mid- 
forceps extraction of a 13 pound six ounce baby was performed. 
Plates following delivery show about one-half inch increase 
in separation, which readily returned to normal on treatment. 


grams were taken to rule out twin babies, but a re- 
port of a three inch separation of the symphysis was 
returned. A fracture board gave relief of pain. 
After two days on the service, a dose of castor oil 
and quinine was administered to induce labor. Mor- 
phia failed to quiet this patient during labor and 
after six hours of intensive, strong, labor she was 


CasE IX, J. M., aged 19, seen in consultation with 
Dr. John J. Dunphy. The patient had an unevent- 
ful prenatal pericd. On August 14, she had a normal 
primiparous delivery of an eight pound, six ounce 
female child. Two weeks later, August 28, the pa- 
tient had a sharp pain in the lower pelvis after get- 
ting out of bed, but thought nothing of the pain. 
Walking was painful upon arrival home and she 
took to her bed, where she was unable to turn onto 
her side. She was examined September 6, at which 
time she had pain over the symphysis and lower 
pelvis. She was unable to elevate either heel from 
the sheets, but had no pain on abduction of the 
legs. There was tenderness over each sacro-iliac 
joint. Upon standing on either leg, there was a sag 
of the pelvic joint on the affected side. Walking 
produced marked pain over the symphysis and a 
limp with the left foot inverted. Vaginal examina- 
tion showed a good perineal support, the uterus to 
be of normal size, movable, vaults free, os closed 
and no flow. With two fingers in the vagina, the 
thumb could be inserted between the gap in the 
symphysis. Fracture board, strapping and routine 
care were administered. This patient is still under 
observation. 


COMMENT ON CASE REPORTS 


One patient, who sustained a separation of the 
symphysis pubis that required a Caesarean sec- 
tion, delivered normally in her next pregnancy. 
The symphysis re-separated, but returned to 
normal more readily than in the first separation. 
Two patients developed abscess, one in the pre- 
vesical space and the second in the left vulva, 
without bladder involvement. Morphia did not 
control labor pains in those cases that were 
separated before delivery. 


CONCLUSIONS 


1. Normal deliveries were productive of sep- 


arated symphyses more often than other agents 
of trauma in this series. 


2. _The lesion occurred in one out of every 685 
deliveries, and is comparatively frequent. 


3. Pain and tenderness in the region of the 
pubic and sacro-iliac joints, peculiar gait and 
palpable separation at the symphysis, are the 
most common symptoms. 


4. Roentgenograms confirm the separation and 
show sacro-iliae involvement. 


5. Treatment consists in the use of a fracture 
board or Bradford frame together with adhesive 
strapping, or a swathe sling and traction, to re- 
lieve the acuteness of the lesion. 


6. Correction of the gaping of the pubic and 
—— joints is essential for functional re- 
sults. 


7. Cases, previously separated, will re-separate 


in succeeding pregnancies. 


ia 
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8. Orthopedic follow-up is essential for the re- 
lief of symptoms and restoration of function. 
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A STUDY OF THE DORSALIS PEDIS AND POSTERIOR TIBIAL 
PULSES IN ONE THOUSAND INDIVIDUALS WITHOUT 
SYMPTOMS OF CIRCULATORY AFFECTIONS 
OF THE EXTREMITIES 


BY HYMAN MORRISON, M.D.* 


the clinical study of circulatory affections 

of the lower extremities the palpation of the 
arteries is of considerable diagnostic signifi- 
cance. The crural and pedal arteries are !o- 
eated superficially enough in four places to be 
accessible to the examining finger: (1) The 
femoral pulse is readily palpable in the groin 
just below Poupart’s ligament. (2) The poplit- 
eal artery, a continuation of the former, may 
be felt with fair ease in the popliteal space. (3) 
One of the branches of the latter, the posterior 
tibial, becomes superficial when it reaches the 
inner side of the ankle in the groove between 
the internal malleolus and the os calcis. (4) 
Another branch, the anterior tibial, passing 
forward between the tibia and the fibula, lying 
in front of the interosseous membrane, becomes 
the dorsalis pedis at the ankle. Only occasion- 
ally may the pulsation of the anterior tibial be 
felt for a short distance above the bend of the 
ankle, but the course of the dorsalis pedis, down- 
ward over the middle cuneiform to the proxi- 
mal portion of the first intermetatarsal space is 
superficial and its pulse is readily felt along a 
line projected upward from the interspace be- 
tween the great and second toes. Rarely, es- 
pecially in arteriosclerotic individuals, a visible 
pulse can be detected. 

The absence of the pulse of one or more of 
these superficial arteries is almost a regular find- 
ing in persons with disease of the lower extrem- 
ities due to circulatory obstruction. The re- 
verse, however, does not hold true, for these ar- 
teries may not be palpable in some individuals 
who have no evidence or symptoms of such dis- 
ease. In these instances absence of the pulse 


may be due to concealment through adiposity 
or edema or to an anomaly of the arteries. 

This short report summarizes a study of the 
posterior tibial and dorsalis pedis pulses in one 


*Morrison—Visiting Physician, Beth Israel Hospital. 
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460. 
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thousand individuals of both sexes (382 males, 
618 females) and of all ages, without symptoms 
of circulatory disease of the lower extremities, 
excluding also diabetics, undertaken with a 
view of learning the incidence of the variation 
of these pulses under normal conditions. A sim- 
ilar investigation under the direction of Erb 
as mentioned by Buerger revealed that single 
pulses eluded detection in somewhat less than 
one per cent of seven hundred ward cases ex- 
amined. Buerger himself, in two hundred cases 
regarded as normal, failed to find evidence of 
the absence of the dorsalis pedis pulsation in 
more than one instance. 

As against these figures the observations re- 
ported here stand out in marked contrast. The 
examination of these thousand individuals 
brought out the impressive fact that one or more 
of the four pedal pulses could not be felt in 191 
instances—19.1 per cent. <A detailed analysis 
shows that the dorsalis pedis pulse was not 
found in one foot alone in 31 instances, in both 
feet in 32, and in combination with the absence 
of one or both posterior tibial pulses in 26—a 
total of 89; or 8.9 per cent. Similarly the pos- 
terior tibial pulse was absent at one ankle in 27 
cases, at both ankles in 75, and in combination 
with the absence of one or both dorsalis pedis 
pulses in 26—a total of 128; or 12.8 per cent. 
All the four pulses—the posterior tibial and 
dorsalis pedis in both feet—were imperceptible 
in nineteen individuals; 1.9 per cent. 

Besides absence of these pulses several other 
variations were found. The pulses were visible 
in eight persons. The anterior tibial artery, pal- 
pable at times just above the bend of the ankle, 
was found so in thirteen cases, either in one or 
both legs. In 74 cases the dorsalis pedis pulse, 
though palpable, was found out of its usual 
course. In seven instances it was felt only just 
below the bend of the ankle, while in 67 it was 
felt over the dorsum of the foot in the second, 
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third, or even in the fourth intermetatarsal 
space instead of in the first space. In detail,— 
in 32 cases it was palpable in the second meta- 
tarsal space, in 13 in the third, and in 17 in the 
fourth; in three cases it was felt on the inside 


ship was found in one foot of each of two bodies, 
and in both feet of the third. In still another 
the dorsalis pedis was situated even more exter- 
nally—over the cuboid. Finally, in two bodies 


the metatarsal branch of the dorsalis pedis, run- 


TABLE I 

INCIDENCE OF ABSENCE OF PEDAL PULSES IN 1000 CASES 
Absent Absent Absent Total Per 
in in in combination cent 

one both with absence 

foot feet of other 

pedal pulses 
Dorsalis Pedis 31 32 26 89 8.8 
Posterior Tibial 25 75 26 138 12.8 
Dorsalis Pedis and Posterior Tibial 19 1.9 


of the first metatarsal bone, and in two cases 
on the outside of the fifth metatarsal bone. 

Except when adiposity or edema conceals 
these pulses in the foot, their absence or an un- 
usual location is due to an anatomic anomaly. 
That the posterior tibial pulse is not found in a 
relatively large number of individuals (12.8 
per cent) may be explained by the variation of 
this artery as described in the standard books 
on anatomy, ‘‘The posterior tibial is not infre- 
quently smaller than usual or altogether absent, 
its place being supplied by a large peroneal ar- 
tery which either joins the small posterior tibial 
artery or continues alone to the sole of the 
foot.’’ Similarly the absence or unusual loca- 
tion of the dorsalis pedis pulse may be explained 
by the following variations of this artery,—‘‘ Oc- 
casionally the lower portion of the anterior tibial 
artery is small or absent, and the anterior ter- 
minal branch of the peroneal is large and in 
some eases replaces the whole dorsalis pedis or 
its tarsal and metatarsal branches.”’ 

Through the kind assistanee of Dr. Benjamin 
Spector, [ had an opportunity to observe some 
of these variations in the dissecting-room of the 
Tufts College Medical School. In a total of 31 
cadavers examined there were deviations in 
seven instances, all in the dorsalis pedis artery. 
In one body the anterior tibial and the dor- 
salis pedis were very small, and the dorsum 


ning over the external aspect of the dorsum, 
was larger than the parent stem, this arrange- 
ment was seen in both feet of one cadaver and 
in one foot of the other. 

That arteriosclerosis is not a significant fac- 
tor in these variations may be inferred from Ta- 
ble II in which the total number of cases ex- 
amined and those showing an absence of one 
or more pulses or deviation of location are ar- 
ranged according to the age decades into which 
they fall. Two points stand out: First, the 
eases studied were fairly evenly distributed as 
far as age is concerned, with but slight pre- 
dominance of those in the second half of life. 
Secondly, only 111 or 58 per cent of the group 
with absence of pulses occurred in individuals 
of the last four decades of life as against 80 or 
42 per cent in the first four decades. 


SUMMARY 


1. This investigation of the pedal pulses in 1000 
persons without symptoms of circulatory af- 
fections of the lower extremities discloses an 
unexpected number of instances—191~in 
which from one to four of these pulses were 
absent. 


. All the four pulses (right and left posterior 
tibial and right and left dorsalis pedis) were 


absent in 19 individuals. 


TABLE II 
AGE INCIDENCE OF CASES EXAMINED 
0-10 11-20 21-30 31-40 41-50 51-60 61-70 70+ Total 
All Cases Examined 41 113 211 173 148 187 95 32 1000 
Cases with Absent Pedal Pulses 3 17 36 24 30 34 37 10 191 
Pedal Pulses in Anomalous Location 7 3 6 16 9 16 13 2 74 


was supplied by a large perforating peroneal 
artery and its branches. In three the anterior 
tibial was of normal size but the dorsalis pedis 
artery took a course over the external cuneiform 
and dipped down into the proximal portion of 
the third intermetatarsal space; this relation- 


. Absence of the posterior tibial pulse was 
more common than absence of the dorsalis 
pedis pulse, 128 as against 89. 

. The total number of cases examined, as well 
as those with absence of pedal pulses, was 
fairly evenly distributed among individuals 


| 
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of all ages, so that the absence of these pulses 
cannot be attributed to arteriosclerosis alone. 


. Except when adiposity or edema conceals 
these pulses, their absence or an unusual lo- 
cation in people without circulatory affec- 
tion of the lower extremities is due to ana- 


tomie anomalies of the posterior tibial and 
dorsalis pedis arteries. 

Absence of pulsation of the dorsalis pedis 
and posterior tibial arteries does not neces- 
sarily signify pathologic obstruction of these 
arteries. 


6. 


RELAPSING AGRANULOCYTOSIS WITH CASE REPORT 
BY MAX MILLMAN, M.D.,* AND CHARLES L. FURCOLO, M.D.* 


ASES under the headings of agranulocytic 
angina, agranulocytosis, neutropenia, ma- 
lignant neutropenia, granulopenia, granulocy- 
topenia, hypogranulocytosis, relapsing agranu- 
locytosis, ete., have appeared in the medical lit- 
erature with increasing frequency ever since 
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CHART 1. First attack, January 29 to February 3, 1931. 
Treated with ultraviolet. 
1922 when Schultz’s' classical description of the 
condition was first published. In 1927 Kastlin?, 
after a thorough search, was able to find only 
43 such eases reported. Since then, however, so 
many others have been added that it has become 
almost impossible to determine their exact num- 
ber. Harkins’, for instance, estimated that at 
least 150 cases had been reported up to August 
1930, while Taussig and Schnoebelen‘, writing 
in December, 1931, state that ‘‘A review of the 
literature accessible to us, which unfortunately 
does not inelude the Slavic or all the Scandina- 
vian, affords 334 well authenticated cases of 
agranulocytosis... .”’ 


A general survey of the bulk of these cases 
shows at once that they do not all conform in 


*Millman—Visiting Physician, Springfield Isolation Hospital. 
Furcolo—Visiting Surgeon, ercy Hospit For 


tal, Springfield. 
records and addresses of authors see “This Week's Issue,”’ 
page 460. 


entirety to the description of any one single 
clinical entity or symptom complex, such for in- 
stance as the one originally described by Schultz. 
His description, briefly stated, called for a sin- 
gle attack, an acute onset, fever, angina, jaun- 
dice, marked diminution or total absence of 
granulocytes, prostration and an invariably fa- 
tal termination. Attention has been called since 
then by numerous clinical observers to the vari- 
ous deviations from the above syndrome noted 
in many cases of agranulocytosis. Most of the 
cases reported subsequent to Schultz’s work 
lacked the feature of jaundice, others that of 
angina, and still others recovered or ran a re- 
lapsing course. Strictly speaking, the only find- 
ing common to all of these cases is a marked dim- 
inution or total absence of granulocytes in the 
peripheral blood stream. 

The case reported below belongs to what 
might be termed the relapsing or recurrent type 
of agranulocytosis. This is a rare variety of the 
more common acute form, or represents perhaps 
an entirely different clinical entity. An attempt 
to determine with any degree of accuracy the 
exact number of such eases reported, meets with 
almost insurmountable difficulties. Some cases 
that might be classed as belonging to this type 
of agranulocytosis are not clearly enough de- 
fined, and others are merely referred to in pass- 
ing during discussions of the general topic of 
agranulocytosis. We have been able to find in 
the literature, in all, nine clear cut cases of re- 
lapsing agranulocytosis. The first instance of 
that nature on record is the one by Moore and 
Wieder®, who in 1925 reported the case of a 
woman, 42 years of age, who died during a sec- 
ond attack, almost exactly two years after her 
first one. Other such cases, i.e., a recovery from 
a first attack with a fatal second attack, were 
reported by Friedmann‘, in 1927; Roberts and 
Kracke’, Hutcheson® and Franke® in 1930; and 
Kracke’® in 1931. Cases of more than two at- 
tacks are less frequently encountered. In 1929 
Stockinger™ reported the case of a man, aged 38, 
who in one year’s time had five attacks, making 
finally a complete recovery. Blumer’? reported, 
in 1931, the case of a 50 year old man who died 
after an illness lasting about six months, during 
which time he had four attacks. The most 
unique case of recurrent agranulocytosis on rec- 
ord, however, is the one reported by Rutledge, 
Hansen-Priiss and Thayer™ in 1930, which is 
that of a man of twenty, who ever since the age 


| 
| 
HHT 


VOL. 208 RELAPSING AGRANULOCYTOSIS—MILLMAN AND FURCOLO 441 


NO. 8 
= it 
ttt 
44 
Lili 
on 
+ + 
= 
an 
= 
an 
i 
jag t 
+ 
Lili 
Tis 
—4 
seer as 
aa 
iit it Lil 
CHART 2. July 11 to August 25, 1931. Interval between 
first and second attacks. Treated with ultraviolet, x-ray and 
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CHART 3. Second attack, September 11-25, 1931. Treated 
—_ guanine hydrochloride and adenine sulphate, intramuscu- 


larly. 


of two and one-half months has had agranulo- 
cytic attacks recurring at intervals of approxi- 
mately three weeks. 

An analysis of this small group of cases tends 
to show that in most instances the condition 
was characterized by recurrent attacks of a 
symptom complex similar to, but milder in na- 
ture than, the one seen in the acute form of 


agranulocytosis. During each attack there usu- 
ally is, as in the acute type, fever, marked weak- 
ness or prostration, leukopenia, partial or total 
absence of granulocytes, and angina or ulcera- 
tive stomatitis. The attacks differ, however, 
from those seen in acute agranulocytosis in so 
far as they come on more gradually, are milder 
in nature, last a shorter time and recur at in- 
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tervals varying from a few weeks to two years. 
The patient may die during the second or any 
subsequent attack, or less frequently may finally 


make a complete recovery. During the remis- 


REPORT OF CASE 


Mrs. M. C., a white American woman, aged 32, 
began to be troubled in January, 1931, with sores 
on gums and tongue. 
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October 5, 1931 to March 21, 1932; interval be- 


CHART 4. 


tween Second end third attacks. Treated with K96 since Janu- 


ary 20, 1932. 
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sion the patient may be perfectly well clinically, 
or nearly so. The blood picture at such times 
shows, as a rule, a moderate leukopenia and a 
variable degree of neutropenia. Throughout 
the entire course of the illness a mild secondary 


anemia is usually present. 


She had chorea at 12, lasting one year. Tonsillec- 
tomy was performed at 13, and again at 27 years. 
She had been married 16 years, with no pregnancies. 

About six months previous to the present iliness 
the patient had a mouth condition which was diag- 
nosed as “trench mouth”, and for which she was 
given at that time two injections of silver salvarsan. 
The mouth condition cleared up within about five 
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bg but she has never felt perfectly well since 
then. 

The present illness began ou January 27, 1931, 
when she complained of sores and blisters on the 


she felt prostrated. A blood examination made on 
that day (January 29) showed a white count of 
3,040 and a total absence of granulocytes. The red 
blood count was 3,370,000, and the hemoglobin was 
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CHART 5. Third attack, March 15 to April 8, 1932. Treated 
intensively with K96 beginning March 21, 1932. 
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tongue and gums, weakness, dizziness, pain in and 
about the eyes, and visual disturbance. The con- 
dition became rapidly and progressively worse. Two 
days after the onset the mouth lesions, which origi- 
nally were ulcerative in nature, became necrotic 
and gangrenous. The temperature was 105°, and 


i 
RT 6. Fourth attack. April 29 to May 14, 1932. Treated 
96, 


75 per cent. The smear showed several broken down 
nuclei, nothing unusual about the red cells, and a 
normal platelet count. The urine was normal. The 
Wassermann was negative. Her clinical and blood 
pictures (see chart 1) showed considerable improve- 


ment during the following few days, and within 
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about a month she had recovered almost completely. 
Because of a slight but persistent weakness and 
of a moderate leukopenia and neutropenia she con- 
sulted on July 21, 1931, Dr. George Blumer, of New 
Haven, who diagnosed her condition as that of re- 
lapsing agranulocytosis. 

She got along fairly well until September 8, 1931, 
when, at a summer resort, she suddenly relapsed 
into an attack very similar, both clinically and 
hematologically, to the one she suffered in January. 
She was brought to Springfield and admitted to the 
Mercy Hospital on September 11, when she showed 
an ulcerative stomatitis, fever, prostration, two ab- 
scesses in the gluteal region (a result of intramus- 
cular injections of guanine hydrochloride), a white 
count of 1,000 and a total absence of granulocytes. 
However, she recovered from this attack much more 
rapidly than from her first one. The abscesses, 
which were incised and drained, healed very slow: 
ly. Since then she has been fairly well except for 


two minor relapses, one on March 22, 1932, when 
she had a white count of 1,700 with six per cent of 
polymorphonuclears, and another on April 30, 1932, 
when her white count was 1,800 with 2 per cent of 
polymorph ] These two minor attacks were 
accompanied by slight weakness, headache, dizziness, 
and pain in the eyes, but there was no fever, pros- 
tration or stomatitis, and she was treated ambulant- 
ly. On October 31, 1931, she developed a perirectal 
abscess followed by a fistula in ano. This was treated 
surgically, but healed slowly. 


The treatment in this case consisted of ultraviolet 
irradiations during the first attack; ultraviolet, x-ray, 
and leucocyte extract during the first remission; 
intramuscular injections of guanine hydrochloride 
and adenine sulphate during the second attack and 
until January 5, 1932. Since January 20, 1932, the 
treatment has consisted almost entirely cf intra- 
muscular injections of pentose nucleotides (K96). 


BLOOD COUNTS 


Date W. B. C R. B. C Hb. Polys. Lym- Mono- Eosin- Baso- Myelo- Trans. 
phocytes cytes ophils phils cytes 
1931 
Jan. 29 3,040 3,370,000 75 0 95 5 0 0 0 0 
« 30 2,125 0 97 2 0 0 0 1 
ee: | 2,025 2 95 0 0 0 0 3 
Feb. 1 2,775 14 83 0 0 0 3 0 
* 2 5,750 23 67 5 0 0 1 4 
o 3 5,250 28 65 3 0 0 1 3 
July 11 3,900 4,440,000 65 32 68 0 0 0 0 0 
oo 5,000 44 53 3 0 0 0 0 
. =e 5,500 43 55 0 0 0 0 2 
eo 5,600 64 36 0 0 0 0 0 
» . 5,600 53 42 2 0 1 0 2 
“« 30 7,000 56 36 0 0 4 0 4 
gi 5,600 53 37 2 0 1 0 7 
Aug. 1 6,200 54 46 0 0 0 0 0 
” 5 4,200 36 61 2 0 0 0 1 
2 9 4,800 38 58 0 1 0 0 3 
- 5,400 42 56 0 0 0 0 2 
wee 5,800 48 48 3 0 0 1 0 
. 6,400 40 59 1 0 0 0 0 
Sept. 11 1,000 4,710,000 60 0 100 0 0 0 0 0 
oe 1,400 0 98 2 0 0 0 0 
- es 2,800 29 66 0 0 0 2 3 
- 3,900 34 63 0 0 0 3 0 
of 3,800 31 64 0 0 0 3 2 
ee 5,100 34 63 0 1 0 2 0 
* 3% 5,700 59 38 0 0 0 0 3 
oe 6,600 60 39 0 0 0 1 0 
2 a 9,200 75 25 0 0 0 0 0 
7 7,600 66 32 0 0 0 0 2 
— 5,400 53 47 0 0 0 0 0 
ae 3,900 63 36 0 0 0 1 0 
ae 5,800 63 32 0 1 1 2 1 
Oct. 5 3,900 22 70 2 0 0 0 6 
. 2 3,800 44 49 2 0 0 0 5 
Nov. 4 4,600 47 51 1 0 0 0 1 
oe 3,600 59 37 4 0 0 0 0 
Se 1,800 37 61 2 0 0 0 0 
oS 3,000 26 58 2 0 0 0 14 
“« 30 2,900 38 54 4 0 0 0 4 
Dec. 7 4,200 42 44 8 0 0 0 6 
tn 4,600 54 40 2 0 0 0 4 
ya 4,100 32 62 6 0 0 0 0 
“« «29 3,200 44 46 6 0 0 0 4 
1932 
Jan. 11 3,150 48 . 48 2 0 0 0 2 
a 2,500 22 74 0 0 0 0 4 
ee 4,800 58 42 0 0 0 0 0 
ee 4,400 60 38 0 0 2 0 0 
. 4,400 40 52 0 0 0 0 8 
°  i- 3,000 54 46 0 0 0 0 0 
Se ae 4,900 50 38 0 0 0 0 12 
Feb. 24 3,800 33 60 1 0 0 0 6 
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BLOOD COUNTS (Concluded) 


Date W. B. C. R. B. C. Hb. Polys. Lym- Mono- Eosin- Baso- Myelo- Trans. 
phocytes cytes ophils phils cytes 
“oe 3,900 40 55 2 0 0 0 3 
a aa 5,000 59 41 0 0 0 0 0 
Mar. 15 5,000 59 41 0 0 0 0 0 
eae 3,000 32 52 6 0 0 4 6 
oie 2,700 30 62 0 0 2 4 2 
ae 1,700 6 80 6 0 0 0 g 
ae 3,400 22 54 14 0 0 4 6 
ae 3,300 32 57 0 0 0 0 11 
“ 2,900 38 58 0 0 0 0 4 
ae 2,700 40 53 0 0 0 2 5 
~ ay 3,400 48 46 0 2 2 0 2 
* 30 4,800 42 56 2 0 0 0 0 
Apr. 1 3,700 63 32 4 0 0 0 1 
% 6 5,800 68 28 4 0 0 0 0 
= 8 4,900 59 40 0 0 0 0 1 
pis 4,400 34 66 0 0 0 0 0 
“« 30 1,800 2 98 0 0 0 0 0 
May 2 2,900 36 64 0 0 0 0 0 
se 3 4,200 30 70 0 0 0 0 0 
" 4 3,500 22 72 0 0 0 0 6 
* 5 2,700 18 72 0 0 0 0 10 
: 6 1,900 42 58 % 0 0 0 0 
ad 7 2,700 22 74 0 0 0 4 
- 9 2,600 24 74 0 0 0 0 2 
“« 10 2,100 40 50 0 0 0 0 10 
ee 4,700 47 53 0 0 0 0 0 
ae 5,700 42 53 ee 0 0 5 
wee 4,800 51 49 0 0 0 0 0 
. 2 5,100 46 45 0 0 0 0 9 
«ff 6,100 73 27 0 0 0 0 0 
“ 3233 6,000 42 56 0 0 0 0 2 
“ 24 5,700 53 47 0 0 0 0 0 
we 4,500 55 44 0 0 0 0 1 
os ae 3,900 61 36 2 0 0 0 1 
eae 5,400 60 40 0 0 0 0 0 
DISCUSSION 


It is reasonable to assume that a definite etio- 
logical relationship exists between the two in- 
jections of silver salvarsan that the patient was 
given in 1930 and her present illness. The seat 
of pathology in cases of agranulocytosis is un- 
doubtedly in the bone-marrow. That the ars- 
phenamines are capable of depressing bone-mar- 
row activity has been observed by several clini- 
cians. Farley'* collected 39 cases and added 
seven of his own in which there was evidence of 
depressed bone-marrow function following ars- 
phenamine therapy. He suggests the liberation 
in the circulation of the benzol radical of the 
arsphenamines as a possible explanation there- 
of. In individuals who are susceptible to this 
group of drugs, or where a pre-existing myelog- 
enous weakness is present, the disease may be 
precipitated by the injection of even a small 
amount of the drug. Cassoute’® and his co- 
workers reported recently a case of agranulocy- 
tosis following two injections (a total of 0.45 
Gm.) of neoarsphenamine. In our case the dos- 
age is not known, but we do know that she was 
given not more than two injections. While there 
exists a strong indication that the silver salvar- 
san may have been responsible for the illness in 
our case, at the same time we must not overlook 
the possibility, remote as it may be, that the con- 


dition for which our patient was originally given 
the silver salvarsan might have been not trench 
mouth, but rather an ulcerative stomatitis sim- 
ilar to the type seen in conjunction with her 
subsequent agranulocytic attacks. 

Although this patient is at the present time 
in almost perfect health and runs white and dif- 
ferential blood counts that are fairly satisfac- 
tory in all respects, it would obviously be un- 
wise, in the face of past experience, to consider 
her completely cured. She may, and probably 
will, sooner or later tend to relapse into another 
acute attack. Our observation coincides with 
that of Blumer’, who ealled attention to the’ 
striking rapidity with which ‘‘the change from 
an approximately normal polymorphonuclear 
ratio to an absence of polymorphonuclears’’ may 
take place. She is, therefore, being carefully 
watched, and as soon as any unfavorable 
changes are noticed either in her clinical or 
blood picture, treatment is at once intensified. 
The clinical manifestations, as was observed by 
Roberts and Kracke’, follow rather than pre- 
cede the peripheral blood changes. Fortunate- 
ly they develop more slowly, and an opportuni- 
ty is thereby afforded to institute treatment be- 
fore the condition has assumed grave propor- 
tions. The patient understands fully the seri- 
ous nature of the attacks, and as soon as she 
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experiences weakness, headache, dizziness or 
pain about the eyes, she reports immediately for 
a blood count. In the presence of one or more 
of the above symptoms a blood count will usu- 
ally disclose a diminution in the white cells, par- 
ticularly in the granular element. It will prob- 
ably also show degenerative changes in the gran- 
ulocytes, a blood feature to which we have 
learned to pay considerable attention in evaluat- 
ing the progress of the case. Swollen, fragile 
polymorphonuclears, with faint diminished or 
absent granules, and broken down cytoplasm or 
nuclei, indicate a downward trend. Conversely 
a@ progressive increase in granulocytes, the ap- 
pearance of many young neutrophiles, with a 
return to a normal appearance of these cells, 
even if the total white count remains unchanged, 
is a good prognostic sign. It has been our ob- 
servation that the platelets, although seldom be- 
low normal during an attack, show a tendency 
to increase above the normal during the recov- 
ery from an attack. This patiént’s mild or 
threatened relapse on April 30, 1932, may well 
serve to illustrate the above remarks. On April 
8, the patient had a white count of 4900, a 
neutrophile count of 59 per cent, and she was 
feeling fine. She was not seen again until April 
29, when she appeared complaining of headache, 
weakness, and pain in the eyes. A blood exam- 
ination showed 4,400 white cells, 34 per cent of 
polymorphonuclears, and a considerable degree 
of degenerative changes in the granulocytes. 
Daily injections with pentose nucleotides were 
then started. The polymorphonuclear count, 
which on the following day dropped to two per 
cent, then began to rise in a fluctuating manner 
until it reached her optimum level at the end 
of about three or four weeks. The total leuco- 
eyte count which on April 30, was 1,800, re- 
sponded in a similar fashion. Numerous young 
neutrophiles could be seen, and all signs of de- 
generation disappeared. The platelets during 
this period of recovery were increased. 

The treatment of each individual attack of 
relapsing agranulocytosis differs in no way 
from that of the acute type. The treatment be- 
tween attacks with an attempt to obtain a com- 
plete cure, however, presents a different and 
more difficult problem. As mentioned above, 
we have tried in this case ultraviolet and x-ray 
irradiations, leucocyte extract, the purine bases 
(adenine sulphate and guanine hydrochloride) 
as described by Reznikoff'*, and finally the 
pentose nucleotides (K96) as suggested by 
Jackson and his co-workers'’. We have tried 
all of these therapeutic agents during the re- 
lapses as well as during the remissions. The 
purine bases, it is highly probable, contrib- 
uted largely to the rapid recovery of the patient 
from her second attack. The use of these drugs 
before and after this attack, on the other hand, 
apparently was of no benefit to the patient. It 
should be pointed out, however, that we em- 


ployed the intr ular route in the adminis- 
tration of both the adenine and guanine com- 
pounds. Dr. Reznikoff'* recently cailed our at- 
tention to the fact that he employs the intra- 
venous and never the intramuscular route in the 
administration of the adenine preparation. 
Since January, 1932, we have been using the 
pentose nucleotides exclusively in the treatment 
of this case. We believe that the two minor at- 
tacks that the patient had in March and again 
in April, 1932, would have developed, if not for 
immediate treatment with the pentose nucleo- 
tides, into major attacks. Their onset resem- 
bled very closely that of her first two attacks. 
She had weakness, dizziness, headache and pain 
in the eyes, and the blood examination showed 
a downward trend. We feel that the prompt 
use of these nucleotide derivatives was instru- 
mental in aborting two serious attacks. But as 
in the case of the purine bases, we found the 
pentose nucleotides equally ineffective when 
used during a relapse in an attempt to raise 
the patient’s granulocytic level. Jackson’ be- 
lieves the nucleotides more striking in their ef- 
fect during an initial course than during any 
subsequent or repeated courses of treatment. 
Blood transfusions, which are considered by 
most authorities of little or no value in the treat- 
ment of acute agranulocytosis, have been sug- 
gested recently by Hartwich® as an effective 
means, if used early, in the treatment of the re- 
lapsing type of agranulocytosis. 

It is interesting to observe that the patient 
was stricken with her second attack during a 
time when she was suffering from two abscesses 
in the gluteal region. This would tend to indi- 
cate that in this case at least abscess formation, 
which has been advocated by several clinicians 
as a method of treatment in agranulocytosis, 
was of no benefit. 


SUMMARY AND CONCLUSIONS 


1. The history of relapsing agranulocytosis is 
reviewed briefly. 


2. A case of relapsing agranulocytosis with two 
major and two minor or threatened attacks, 
resulting possibly from two injections of sil- 
ver salvarsan, is presented and discussed. 


3. No absolute cure was obtained in this case, 
but we believe that the purine bases and the 
pentose nucleotides contributed to the suc- 
cessful management of the last three attacks. 


Note: We wish to acknowledge with thanks the 
invaluable assistance rendered us by Miss Olive 
gps who did most of the laboratory work on 
this case. 
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IMPORTANCE OF EARLY DIAGNOSIS AND CAREFUL 
DIFFERENTIATION OF TYPES IN CHRONIC ARTHRITIS* 


BY CHARLES F. 


RTHRITIS, like the poor, we have always 
had with us, and probably always will, so 
long as mankind overworks and bacteria exist. 


Ancient and even prehistoric human skeletal re- | ; 


mains seem to prove this. Up to 35 years ago, 
in this country at least, few patients with the 
chronic types of this disease got very much at- 
tention from the medical profession; grudging- 
ly did they rate even a physical examination. 
Knowledge of its pathology, clinical course or 
etiology was chaotic. Classifications there were 
innumerable, some based upon postmortem 
studies and more upon no studies whatever. 
With the advent of clinics where chronic dis- 
eases in the adult were welcomed, a change came 
in the attitude of physicians toward the arthrit- 
ic problem and now that it has been brought 
home to us how widespread is the distribution 
of this condition among all classes of the pop- 
ulation and what economic loss there is on ac- 
eount of it, through total and partial disability, 
the public and the State are becoming aroused 
as they have been before in respect to other dis- 
eases, e.g., tuberculosis and cancer. Our pro- 
fession by its failure to wake up to the serious- 
ness of the problem is largely responsible for 
having fostered, in the lay mind, the idea that 
arthritis was something that most, if not all of 
us, had to have and that there was not much to 
be done about it anyway. It should be accepted 
and made the best of, when and if it falls to 
one’s lot. Now what have we learned, in these 
30 or more years, that can give ws, as physi- 
cians, hope for the future, to our patients the 
greatest measure of relief and to the public sug- 
gestions as to prevention? In the first place 
what I hope we have learned is, that whatever 
the type, arthritis is not merely a local affair 
of the joints. It is as distinctly a constitutional 


*Read before the Clinical Society of the Evans Memorial, 
January 29, 1932. 
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disease as any one might name. When we con- 
tract to treat a case of it, we must not forget 
that treatment directed to the local manifesta- 
tions can do practically nothing toward effect- 
ing a cure. Secondly, we have taken long 
strides toward a workable classification and 
though, to date, this cannot be made upon the 
basis of etiology, we are approaching that goal. 
Thirdly, we have grounds for the belief that 
it does not present the hopeless picture that the 
profession of a generation ago permitted itself 
to paint of it. A great many clinicians, i.e., rel- 
atively, are intensively studying this condition. 
In certain places there are institutions (hospi- 
tals) where research is being conducted to as- 
certain, if possible, its cause, but as is often the 
case, where the spirit of research gets the ball, 
there comes a time when the practitioners, stand- 
ing on the side lines, waiting for the scrimmage 
to clear up, can’t see just how far toward the 
goal research has advanced. When the labora- 
tory investigators have withdrawn from the 
field and the dust kicked up by the clash of con- 
flicting theorists has settled down, we shall prob- 
ably arrive at the conclusion, as we have on 
many another hard fought battle-ground, that 
the time to win a fight is before it starts, or as 
near that time as may be. The pre-cancerous 
and the pre-tuberculous stages of those diseases 
are now what is being sought. Education of the 
public to look for and consult. and of the gen- 
eral practitioner to recognize and treat, has been 
the outcome, to date, of the cancer and tubercu- 
losis campaigns. Why not take a page out of 
their experiences and save all the scrimmaging 
that wears down teams of expert wranglers 
until, from utter confusion, they have to aban- 
don the fight and leave the field to the cohorts 
of common sense and experience? This sounds 
like heresy and in the days of Michael Servetus 
the one who dared to suggest such an animad- 
version, and especially in one of the very strong- 
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holds of research, would have been burned at 
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the stake. I am not animadverting against re-|symptoms and physical signs are representative 


search, as such, but only against promulgating 
its results, for general-practitioner-consump- 
tion, before its truth has been established. 

Let us get back to the thought with which we 
started. If it is admitted that an early rec- 
ognition of the signs of arthritis should be of 
advantage to the one afflicted, and if the atti- 
tude of resignation which has governed so many 
of the victims of the disease, an attitude cultivat- 
ed through the ignorance of our profession, is 
an unjustifiable attitude, then it most certainly 
behooves all concerned to make every effort to 
single out the earliest signs, common to each of 
the three types now generally accepted, and 
educate the profession to attach a proper signif- 
icance to them. The dearth of family physi- 
cians militates against obtaining the best results 
from this plan, for they should be in a better 
position to discover the trivial suggestions of 
arthritic tendencies which might otherwise be 
brushed aside as unworthy of notice,—always 
of course assuming that the physician himself 
is wide-awake to their possible significance. 
More of this a little later. 

Let us briefly consider the matter of classi- 
fication. Considerable time might be consumed 
in a review of the attempts to separate types of 
arthritis upon clinical, pathological and etiolog- 
ical hypotheses. Suffice it to say that at present 
there is a pretty general agreement among stu- 
dents of the subject that a threefold classifica- 
tion covers the subject, so far as the present 
state of our knowledge and experience permits. 
The American Committee for the Study of Ar- 
thritis has adopted a twofold classification, 
admitting however, as I understand it, that 
there may be a subdivision of one group. Into 
these classes which make no attempt to indicate 
etiology, unfortunately, are grouped first, pa- 
tients whose earliest symptoms rarely begin be- 
fore 40-45 and seldom originate after 55-60. 
They are rarely polyarticular at the outset. 
Males are somewhat more frequently affected 
and the joints getting hardest use are common- 
ly the ones showing most and earliest evidence 
of trouble. The changes are primarily in the 
cartilages or along the juncture of articular car- 
tilage with bone. This primary cartilaginous 
proliferation becomes converted into bone in 
the course of a somewhat variable period of 
time, at which time painfulness upon use of the 
joint, characterizing cartilaginous hypertrophy, 
subsides and unless the overgrowth was of such 
a size, or was so placed as mechanically to ob- 
struct motion, the joint symptoms are at an 
end. Spines, hips, knees and phalangeal joints 
are the localities most often affected. These pa- 
tients do not feel ill, carry no fever at any time 
and are annoyed only by stiffness, lameness and 
a moderate degree of pain under certain cir- 
cumstances. They rarely become crippled but 
their efficiency is lowered, at least temporarily. 
There are many reasons for thinking that these 


of a metabolic disturbance, the consequence of 
which is a retention of chemical waste that the 
organs of elimination do not handle so fast as it 
is made. There is, in my opinion, no evidence 
that infection ever plays any part in this type. 
This is the type that Nichols and Richardson 
would have classed as degenerative or, accord- 
ing to the classification of the American Com- 
mittee for the Study of Arthritis, hypertrophic. 

The sufferers from the second type of chronic 
arthritis almost invariably have multiple joint 
lesions at the outset. The incidence is in early 
to mid-adult life, though there are exceptions at 
both extremes. Aside from their joint lesions 
they are generally willing to admit they do not 
feel well, frequently carrying a low degree of 
fever with a pulse rate which is high for. the 
fever they show. Focal infections are often 
disclosed but it is sometimes difficult to say 
which is a primary one and which may have 
been a sub-infection. The gross changes in the 
joints are primarily in the soft parts and the 
type of swelling is determined by the outlines 
of the capsular and synovial coverings of the 
joints involved. Later, erosions of the margi- 
nal cartilage may result through invasion by a 
synovial pannus. Excess of joint fluid, increase 
of surface temperature and other of the cardi- 
nal signs of inflammation may be present in 
varying degrees.. In the bad cases there may be 
a considerable constitutional disturbance. This 
is the proliferative type of Nichols and Richard- 
son or the atrophic, of the American Committee. 
For some reason best known to itself the Amer- 
ican Committee has chosen to include in its sec- 
ond class both the toxie or proliferative, which 
it designates atrophic, and another group for 
which it has always seemed to me there was very 
little reason for including among the infections. 
Clinically the difference is marked and etiolog- 
ically there would appear to be a decided lack 
of such factors as are significant of the prolif- 
erative or toxic variety. There is no fever, the 
early loss of normal thickness in the articular 
cartilage, the characteristic deformities of 
which are dependent upon the cartilaginous ero- 
sions, and the atrophic changes which are 
marked in the skin and often in other tissues 
derived from the embryonic, epithelial layer, to- 
gether with the frequency with which the symp- 
toms are associated with nervous shock or the 
wear and tear of life have always seemed to me 
to place this type in a class by itself, and it is 
this that I prefer to call atrophic. I can see no 
objection to a threefold division on this evi- 
dence. Indeed I cannot see how this latter group 
can find a place in either of the two main divi- 
sions already described. So many of the inves- 
tigations have been directed to an effort to es- 
tablish the toxic character of the American Com- 
mittee’s atrophic type and to explain the behav- 
ior of the joints on an allergic basis, questions 
that are manifestly important, that diagnosis 
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and treatment instead of being made easy are 
being infinitely complicated. No time need be 
wasted in differentiating the hypertrophic and 
the atrophic (American Committee Classifica- 
tion) for there is no resemblance from any point 
of view. Incidence, past and family history, 
progress of symptoms, physical signs, roentgen- 
ologie pathology and behavior under treatment 
are entirely different in the two varieties. Rare- 
ly the two may be associated in the same pa- 
tient. More rarely still, it may be justifiable to 
resort to a biopsy in order to clear up diagnos- 
tic difficulties, for gross inspection of the in- 
terior of a joint should give important evidence. 
Allison and Ghormley believe that sections of 
tissue from the atrophic type present certain 
cytological changes that are pathognomonic. My 
own experience has established a pretty firm 
conviction that if evidence from history taking, 
clinical progress of symptoms, physical signs 
and x-ray reflections of pathology are carefully 
studied it will almost always be possible to es- 
tablish a diagnosis of type. When this has been 
accomplished the line of treatment indicated is 
fairly clear, as to general principles. Our diffi- 
culty in obtaining satisfactory results in the past 
has been that too often has reliance been placed 
upon purely local measures of a physiothera- 
peutic sort, vaccine administration, based upon 
suppositions often erroneously set up as to un- 
derlying bacteriology, without enjoining ade- 
quate measures of rest or fortifying the sys- 
tem against the effects of toxic invasion. What 
has just been said applies to the proliferative 
or atrophic type. Not so often has treatment 
been ineffective in the hypertrophic variety, 
where there is no infection to be combated. Lo- 
eal fixation, stimulation of the eliminative 
functions and reduction of weight are effective 
resources in dealing with these patients. The 
necessity for these combined therapeutic re- 
sources is often present and reflects a tendency 
to metabolize improperly, quite as much as does 
the demonstrable retention of calcium and sul- 
phur. 

Now to go back to what it seems to me we 
must admit is of prime importance, viz., early 
recognition of the initial signs of the disease. 
First as to the atrophic type.* The incidence is 
very likely to be comparatively sudden. With- 
out a prodromal stage of stiffness and disability, 
one and then another joint will give evidence of 
enlargement, tenderness on pressure and pain 
on use with early indications of increased sur- 
face temperature accompanied by passive con- 
gestion and sometimes hyperhydrosis, of the 
clammy kind. The swelling will be capsular with 
little, if any, evidence of an accumulation of 
excess of joint fluid. Motion of the affected joint 
may be possible, both actively and passively, to 
practically a normal degree. These signs may 
have come on during convalescence from an 


*Classification of the American Committee. 


acute or subacute inflammatory process else- 
where. From such beginnings one joint after 
another becomes involved, after the same man- 
ner, with persistence of signs and symptoms in 
all that have been affected, a distinction, (which 
generally holds) between the polyarticular or 
chronic type and the more acute type where two 
or three joints may be invaded suddenly and 
acutely, in rather rapid succession, but as a new 
one becomes affected the earlier one subsides 
and presently entirely clears, leaving the last 
one to be involved with evidence of prolifera- 
tive changes which disappear slowly. From 
this stage on in the polyarticular, chronic va- 
riety, the disease becomes more and more seri- 
ous and the evidences of constitutional invasion 
become more marked as shown by mild pyrexial 
disturbance, increase in pulse rate and second- 
ary anemia. Before this occurs the case should 
be recognized. It sometimes happens that be- 
fore the real, permanently progressive joint 
changes have set in, there will be obtained a his- 
tory of transitory attacks in one joint or an- 
other or the recollection that after attacks of 
tonsillitis or some other focal infection, common 
enough in the life history of every individual, 
there have been fleeting joint pains without ob- 
servable articular swellings or other indications 
of a true arthritis. These should be regarded as 
significant and not passed over. Many years 
ago Llewellyn Jones pointed out from his own 
observations and those of Tessier, Garrod and 
many others, that patients subsequently mani- 
festing typical evidences of proliferative arthri- 
tis had been observed to have, or had given the 
history of having had, vasomotor disturbances 
in the extremities in the form of local asphyxias 
and syncopes, clammy perspiration and even, in 
some cases, had been the subjects of migraine 
and asthma. In the line of premonitory sensory 
disturbances various phenomena have _ been 
noted, e.g., pain, fleeting in character, in various 
parts of the body, coldness, numbness and ‘‘ pins 
and needles’’ sensations in the extremities, par- 
esthesias and burning sensations in the hands, 
feet and elsewhere, muscular twitchings, weak- 
ness, sudden transitory losses of power in cer- 
tain muscle groups, atrophies prior to any ob- 
jective joint changes, and curious disturbances 
of reflexes. These phenomena, one or all, may 
not be indicative, necessarily, of an oncoming 
arthritis but they may reflect the presence, 
within the body, of a toxemia which is to even- 
tuate in an arthritis and should be given con- 
sideration by both patient and physician, for by 
so doing it is possible that serious trouble may 
be avoided. 


In the group designated degenerative (hyper- 
trophic), prodromata are not so common or sug- 
gestive, for here we are not dealing with a 
toxemia with its multifarious manifestations. 
Such premonitions as there may be, are repre- 
sented by that grouping of the following named 
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symptoms: lassitude, mild frontal headache, 
sluggishness of intestinal activity and, more fre- 
quently, I suspect, than is taken cognizance of 
frequency of micturition with temporary reten- 
tion of the ‘‘solids’’ commonly excreted by the 
kidneys, as shown by a colorless, low-specific- 
gravity and copious urine. This train of symp- 
toms is common enough to all of us when the 
mechanism of digestion is impaired. So usual 
has it been in my personal experience and 
so invariably has its presence been marked by 
an exacerbation of joint symptoms, that I am 
convinced: these are prodromata, reflecting the 
disturbed metabolism that appears to me to best 
explain the joint changes embodied in the de- 
generative type and that they are just as signifi- 
cant as are the indications of toxemias capable 
of interpretation as premonitory of the prolifer- 
ative type. 

The subdivision of one of the types to which 
I referred when speaking of the American Com- 
mittee’s adherence to a twofold classification, 
which is characterized by skin atrophy and con- 
sequent disturbance of one of the heat regulat- 
ing mechanisms of the body is, I believe, a 
toxemic type in the first place but for some un- 
explained reason the poison gets access to nerve 
trunks governing nutrition in joints, skin, nails, 


ete. So far as early signs are concerned they 
may be quite similar to the proliferative type, 
though it is rare that one does not uncover in 
the history some evidence of shock to the nerv- 
ous system, either through a single individual ex- 
perience or a long exhausting series of petty, 
nervous injuries, which wear down the individ- 
ual to such an extent that infection finds more 
favorable ground in the nervous system than in 
the joint structures themselves. 

Valuable as have been the researches of Bur- 
bank, Cecil, Fisher and others, they have con- 
cerned themselves with etiology, biochemistry 
and pathology and their suggestions as to treat- 
ment, derived from their investigation, are con- 
sonant with modern views of the trends of pres- 
ent-day medicine. If we cannot get our patients 
before the joints have been damaged by the in- 
roads of a toxemia, we must be content with a 
far less satisfactory outcome than probably 
would be the case could we anticipate that stage. 
The clinical observation of the prearthritic pe- 


riod offers promise of success when patient and 
physician can be convinced that symptoms sug- 
gestive of toxemia or disturbed metabolism have 
an arthritic potentiality which should be ap- 
propriately dealt with. 


NEW HAMPSHIRE NOTES 


A COMMITTEE TO CONSIDER MEDICAL 
JURISPRUDENCE 


Dr. Harry O. Chesley, President of the State Soci- 
ety, has appointed the following Committee to con- 
sider the Medical Jurisprudence Plan: 

F. E. Clow, Wolfeboro, Chairman; 

Deering G. Smith, Nashua; 

R. W. Robinson, Laconia. 


MEMBERSHIP CHANGES 


Dr. Charles H. Cutler, Peterboro, has resigned. 

Dr. Joseph F. Foley, Manchester and Wilton, has 
been dropped from membership. 

Dr. A. W. Petit has moved to 430 Notre Dame 
Avenue, Manchester, N. H. 

The following doctors have become new members 
of the New Hampshire Medical Society: Dr. Winfred 
Mason Dowlin, Claremont, graduate of Columbia Uni- 
versity 1931, licensed 1932, and Dr. John D. Spring, 
92 Main Street, Nashua, graduate of McGill Univer- 
sity 1930, licensed 1932. 


CARROLL COUNTY MEDICAL SOCIETY 


A meeting of the Carroll County Medical Society 
was held at the Huggins Hospital, Wolfeboro, on 
Sunday evening, February 12. The following were 
elected officers of the society: 


President: John S. Wheeler, Wolfeboro. 

Vice-president: Clarence M. Wiggin, Conway. 

Secretary-treasurer: Charles E. Smith, Conway. 

Delegates: W. J. Paul Dye, Wolfeboro; Charles E. 
Smith, Conway. 

Dr. Albert Appelbaum of Freedom, formerly of 
New York City, and Dr. MacDonald of Intervale were 
elected members of the society. 


The program was: 


“Complications of Influenza,” J. S. Wheeler. 

Motion pictures: “Traumatic Surgery of the Ex- 
tremities.” 

“Problems of Organized Medicine,’ Harry O. Ches- 
ley, Dover, President of the New Hampshire Medical 
Society. 


DR. GEORGE W. NUTTER ELECTED TO NEW 
HAMPSHIRE LEGISLATURE 


Dr. George W. Nutter, seventy-five, practising 
physician and drug-store proprietor at Rollins- 
ford, New Hampshire, for forty years, was elected 
representative to the State Legislature at a spe- 
cial election held January 9 to succeed Gardner 
Grant, who died December 22. 

Dr. Nutter has served four previous terms in 
the Legislature. Without a special election on 
January 9 Rollinsford would have been without 
a representative in the 1933 Legislature. Dr. Nut- 
ter will take his seat at once. | : 
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CASE 19081 


FIVE DAYS’ FEVER, COUGH AND 
RED SKIN RASH 


MEDICAL DEPARTMENT 


An American schoolgirl of fifteen entered the 
hospital very ill and drowsy. The history was 
given by her father. The chief complaints were 
cough and rash. 

Nine days before admission she did not feel 
well and went home from school and to bed, 
though she had no specific complaints. That 
night she had sweating but no chill. The next 
day she felt weak and stayed in bed, though she 
got up in the afternoon. Seven days before 
entry she felt much better, and the following 
day went to school, but was sent home although 
she did not look very ill. Five days before ad- 
mission she had a slight unproductive cough and 
breathed a little rapidly and with some effort. 
She seemed to sleep well and to have no other 
complaints. During the next two days there 
was a rash on her body not noted before. She 
had fever and was slightly delirious. Doctors 
could not decide upon a diagnosis. The day 
before admission she had slight pain in the right 
chest and her color was darker. The day of 
entry her white cell count, which had been 4,000 
three days before, was 22, 

The only past history obtained was that five 
years before admission she had pneumonia and 
pleurisy, with a dry chest tap. There was no 
history of medication before the present ill- 


ness. 

Three weeks before the patient’s admission 
her mother was in bed for a few days with influ- 
enza. Soon after this a baby brother had an 
attack of croup. Both had recovered before the 
onset of the patient’s illness. Three days be- 
fore her entry her mother caught a septic sore 
throat. 

Physical examination showed a fairly well de- 
veloped and nourished girl looking extremely 
sick, lying with half closed eyes, drowsy and 
apathetic, breathing rapidly in slight orthopnea. 
The lips and finger tips were cyanotic. Over the 


body, extremities and face was a dull dark red 


-rash, easily blanching on pressure, slightly 
: rough and elevated. The tongue was dry. The 
throat and tonsils were red. The submaxillary 


glands were slightly enlarged. The heart was 
normal. The blood pressure was 30/40. The 
upper chest on both sides showed rhonchi. 
There was dullness throughout the entire right 
back and into the axilla, with diminished bron- 
chial breathing; no rales. The abdomen was 
slightly distended. The pupils were equal, reg- 
ular, dilated, and reacted slightly to light. The 
knee jerks and ankle jerks were not obtained. 
There was no clonus. Babinski, Kernig and 
Romberg were negative. 

The white cell count was 12,000. No other 
laboratory work was done. 

The temperature was 104°, the pulse 200, 
the respiration very rapid. 

The patient became much more cyanotic. She 
died soon after her arrival in the ward. 


CuLINIcAL Discussion 


Dr. RicHarp C. Casot: This looks like a 
pneumonia with a rash,—I do not know what 
rash. We shall have to look further. Of course 
we do not expect a rash in such cases as we 
have in this hospital unless it is meningitis or 
scarlet fever or some definite skin disease which 
ordinarily the Skin Department rules out before 
it gets to the ward. So I have so far no definite 
idea what this rash is. The physical examina- 
tion records it as ‘‘dull dark red, easily blanch- 
ing on pressure, slightly rough and elevated.”’’ 
That ordinarily means a chronic, not an acute 
condition. I do not know what it means here. 

‘‘The pupils reacted slightly to light,’’ pre- 
sumably because she was so sick. She was al- 
most moribund. 

I have no doubt that if they had had time 
they would have tapped that chest. I see no 
way of being certain that there was not a large 
effusion there which might have been relieved 
by tapping. ‘There would probably be a pneu- 
monia too, and I am not certain that it is not 
mostly or wholly pneumonia. One cannot de- 
cide on the physical signs here given. You see 
it is the right chest, so there would not be much 
displacement of the heart. If it were the left we 
should say that the heart must be displaced if 
there was much fluid. 

White cell counts as low as 12,000 occur in 
fatal pneumonia due to an overwhelming infec- 
tion. 

I have seen rashes something like this in 
streptococcus infection, but ‘‘rough and elevat- 
ed’’ bothers me. 

Dr. Tracy B. Mauwory: I would not agree 
with that description, though rashes often 
change much in appearance after death; but it 
was not very rough and not very elevated. 
There were bright pink irregular spots. 

Dr. Casot: That could go with scarlet fe- 
ver, though it would be strange that they had 
not coalesced more by this time. But it could 
also go with general streptococcus infection com- 
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plicating a streptococcus or other type of pneu- 
monia. When a person goes down so quickly as 
She did, especially in youth, we often think of a 
circulating bacteremia, a general blood infec- 
tion, in addition to whatever local infection 
there may be. 

We have nothing, it seems to me, to indicate 
disease of the heart or of any abdominal organ, 
or of the brain. Attention seems to be concen- 
trated on the chest and perhaps on the blood. 
The thing I feel surest of is right-sided pneu- 
monia, with or without effusion; if that, proba- 
bly with cloudy effusion and possibly a hemic 
infection too. As to the rash, I believe it was 
due to the same thing that killed her, and the 
thing that produced the pneumonia. 


A Stupent: How about the leukopenia a 
few days before? 
Dr. Casot: I have nothing to say. I do not 


know to what it was due. 

Dr. Maurice FremMont-SmitH: She was sick 
ten days. Of course she might have had in- 
fluenza first. 

Dr. Casot: We get low counts in influenza. 
It is perfectly possible. 

_ A Stupent: What of the mother’s sore 
throat ? 

Dr. Casot: That certainly would go per- 
feetly well with scarlet fever. But I have never 
re anybody die of scarlet fever so quickly as 
this. 

A StupEent: Could it be a streptococcie throat 
with streptococcus pneumonia? 


Dr. Casot: Yes, perfectly well, I think. 


A Stupent: She never gave a history of sore 
throat, did she? 

Dr. Casot: Her mother had a bad sore throat, 
and she had some enlargement of the glands, 
but I do not see that her throat is mentioned as 
being sore. ‘‘The throat and tonsils were red.’’ 
Everybody’s throat and tonsils are red. It is 
put down so many times in our hospital records 
that I do not pay any attention to it. So I should 
say that your point is a good one, that we have 
no evidence of anything going on in the patient’s 
throat. We must not mix up her throat con- 
dition with her mother’s. I remember one year 
that we had at this hospital a very bad malig- 
nant streptococcus epidemic in which we found 
in the same family a person with a very bad 
throat, a person with a bad pneumonia and a 
person with a bad heart, all due to one organism. 

A Srupent: Could you have a pneumonia 
without a higher white count? 


Dr. Casot: Oh, surely. I have seen many 


of them. 


By the way, on this question of influenza, 


you perhaps have seen the recent statement by 
the Massachusetts Commissioner of Health that 
he did not think there was any considerable 
amount of influenza in Massachusetts now and 


that the short febrile attacks now prevalent had 
very little resemblance to the 1918 epidemic, 
especially in the absence of the complications 
that we used to get with that. Are you seeing 
the real thing, Dr. Fremont-Smith? Real influ- 
enza? 

Dr. Fremont-SmitH: I am seeing something 
that seems very different from an ordinary cold 
or throat or upper respiratory infection. I do 
not see how one can make a diagnosis of influ- 
enza, but I do not know what to call it except 
mild influenza. There is a very severe onset, 
high fever, great prostration, and prostration 
persisting afterwards. I do not know about the 
white counts because I have not done them. 

, Dr. Matuory: Many people have found them 
ow. 

A StupEntT: Would you get pain on one side 
with signs of pneumonia on the other side? 

Dr. Casot: No, I should not say so. In 1918 
most of the cases were one sided. 

Dr. FREMONT-SMiITH: Do you ever get a rash 
in influenza? 

Dr. CaBot: No, I never saw one. But I am 
never sure of a diagnosis of influenza. If you 
have an epidemic of influenza your diagnosis 
falls in with the rest, but that is the only way 
to make a diagnosis that I know. May we hear 
the house diagnosis ? | 

Dr. MALLoryY: Questionable lobar pneumo- 
nia, right lower lobe, questionable toxic 
erythema, questionable scarlet fever. 

Dr. CaBot: Do they come down to telling the 
kind of streptococcus? 

Dr. Matuory: I think the blood culture was 
reported after death. 

Dr. Casot: I do not think they would have 
said scarlet fever unless they had had more ev- 
idence than we have. © 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Lobar pneumonia, right lower lobe? 
Toxic erythema? 
Searlet fever? 


DR. RICHARD C. CABOT’S DIAGNOSIS 


General streptococcus infection with pneu- 
monia. 


ANATOMIC DIAGNOSES 


Lobar pneumonia, streptococcus hemolyticus, 
right lower and upper lobes. 


Septicemia, streptococcus hemolyticus. 
Searlatina. 


PaTHOLOoGic DIscussION 


Dr. Matitory: We found here a lobar pneu- 
monia of the right lower lobe with some exten- 
sion into the upper lobe. On culture we recov- 
ered hemolytic streptococcus. We recovered the 
same organism also from the blood stream. The 
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immediate cause of death certainly was hemo- 
lytic streptococcus pneumonia and septicemia. 

Whether or not the case is scarlet fever is 
interesting to discuss. One man who sees a 
good deal of infectious disease was asked to see 
this case in the Emergency Ward. He felt that 
the rash was not entirely characteristic of scar- 
let fever, but he could not absolutely rule it out. 
I do not know any criteria to make a diagnosis 
of scarlet fever at autopsy other than those 
which the clinician uses plus the culture of hem- 
olytic streptococci. There is no absolutely spe- 
cific pathologie picture. I think in this case we 
have some pretty good evidence, however, be- 
cause two days after the child died her mother 
was sent to a contagious hospital with perfectly 
typical scarlet fever. One thing that could 
have been done would have been to attempt to 
type this strain of streptococcus hemolyticus 
and see whether it fell into the scarlet fever 
group. That is a major research proposition 
which can be done, but only by a person who 
has fifteen to twenty recently prepared strepto- 
coccus sera with which to work. That is an im- 
practicable thing to do as a routine test. I think 
in all probability this was a scarlet fever strain 
of the organism which happened to hit her in 
the form of pneumonia, with which she had 
some rash approaching in character that usually 
seen in scarlet fever. 

Dr. Casot: Isn’t it almost a differentiation 
without a difference when you distinguish be- 
tween (a) a rash and a streptococcus with a fe- 
ver and (b) a scarlet fever? 

Dr. Mauuory: There are certain strains of 
streptococcus which in a considerable propor- 
tion of individuals produce a rash, and possi- 
bly there are other strains which under no cir- 
cumstances will produce a rash. I think there 
is a difference, but in general I agree with you 
that in many of these cases it is quite academic 
whether we call it scarlet fever or not. 

Dr. FrEMONT-SmitH: If you had injected so- 
ealled scarlet antitoxin intradermally would you 
have got a blanching that would have helped 
in diagnosis ? 
MALLory: 
you would. 


Dr. FREMONT-SMITH: You would feel more 
like making a diagnosis of scarlet fever if you 
got that blanching? 

Dr. Mauuory: I agree with Dr. Cabot that I 
cannot remember ever having seen a significant 
skin rash in pneumococeus pneumonia, and I 
felt at autopsy that it was almost certainly a 
streptococcus pneumonia. 

A Srupent: Doesn’t that early leukopenia 
go against original streptococcus infection ? 

Dr. MauLory: You can get any white count 
with streptococcus infection, even zero. 

Dr. FREMONT-SMITH: I think this case started 
as septicemia, because it certainly was not the 


~I should rather guess that 


history of pneumonia for the first nine days be- 
fore admission. 

Dr. Mauiory: I do not know about that. 
There was a gray hepatization of the lungs. It 
looked like perfectly typical pneumonia with 
only a recent extension to the upper lobe. I 
think she must have had pneumonia for several 
— at least five, from the appearance of the 
ung. 

A Srupent: Was the rash marked on her 
face? The protocol describes the rash as being 
on the face as well as on the body. It is not 
usual in searlet fever to have a rash on the face. 

Dr. Mauutory: I do not remember. It was 
certainly not a typical searlet fever rash. 


CASE 19082 


SUDDEN PAIN IN THE LEFT CHEST AND 
THE LEFT KNEE IN A TABETIC 


MEDICAL DEPARTMENT 


First admission. An American policeman fif- 
ty-eight years old entered for the first time 
seven weeks before his second admission. The 
chief complaint was numbness of both feet and 
the left hand. 

A year before entry his right foot began to 
be numb, three months later his left foot and 
seven months before entry his left hand. With 
the numbness he had occasional sharp pain in 
these extremities like the stab of a needle. The 
numbness had grown more marked and the 
pains more frequent. For six months he had 
had trouble in walking in the dark. 

Four brothers died of possible rheumatic 
heart disease. The patient’s first wife died of 
possible tuberculosis over twenty-two years be- 
fore the present illness. 

He had gonorrhea in his youth, and about 
thirty years before entry a penile lesion fol- 
lowed in a few months by a generalized rash. 
He had no treatment. 

A lumbar puncture is said to have shown 155 
cells, colloidal gold 5555555554, and a strongly 
positive Wassermann. 

History of interval. His physician gave him 
potassium iodide, several doses of quinine iodo- 
bismuthate and two or three small doses of neo- 
arsphenamin. 

Four days before his second admission he was 
wakened suddenly from sound sleep by sudden 
severe knife-like pain in the left chest at the 
costal margin in the anterior axillary line, ra- 
diating up the side of the chest into the left 
side of his neck and face. It was much aggra- 
vated by deep breathing and lasted for an hour. 
There was no cough or sputum. The following 
day he felt better but stayed at home. That eve- 
ning he had a shaking chill followed by another 
attack of pain like the first, persisting and re- 
curring every time he tried to lie down, so that 
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he spent the night in a chair. The following 
day, two days before entry, the pain continued, 
worse on the least exertion. Again he spent the 
night in a chair with very little sleep. The 
morning before admission his temperature was 
99.8°, his white cell count 9,000 and he was 
fairly comfortable. His physician found dull- 
ness with diminished breath sounds at the left 
base but no rub, the diaphragm fixed on the left. 
The morning of admission, after a very uncom- 
fortable night with pain on the slightest move- 
ment, the temperature was 98.8°, the breath 
sounds absent at the left base and the dia- 
phragm up about two interspaces. The pain 
was aggravated by any movement and after 
swallowing. Codein one grain every four hours 
had given no relief. The day of entry he had 
pain also in the left knee with swelling. cyano- 
sis and moderate pitting edema of the leg. 

Second admission, seven weeks after his pre- 
vious discharge. 

Physical examination showed a well developed 
and nourished man with slightly cyanotic lips 
and fingernails sitting propped upright in bed, 
with drawn face, obviously in severe pain. There 
was marked arcus senilis. 
right epitrochlear glands. There was marked 
limitation of motion of the left lower chest. The 
apex impulse of the heart was not seen or felt. 
There was no enlargement to percussion. The 
sounds and action were normal. There was a 
short blowing apical systolic murmur. The 
right pulse seemed to be of better quality than 
the left. The blood pressure of the right arm 
was 160/110, that of the left 130/90, that of 
both legs 170/120. The radial and brachial ar- 
tery walls were thickened. The breath sounds 
were absent over the left lower chest with slight 
dullness over the left base behind. There was 
tenderness low in the left axilla with pain on 
deep inspiration. The abdomen was held tense. 
Palpation caused pain in the left chest. The 
liver dullness extended to the fourth rib. The 
edge was not felt. The left leg was larger than 
the right and cyanotic, with engorged varicosi- 
ties. There were varicosities on the right leg, 
not distended. There was no difference in the 
temperature of the legs. Both posterior tibials 
were felt, but only the right dorsalis pedis. 
There was slight pitting edema of the left foot. 
Diminished knee jerks were obtained on reén- 
forcement. The ankle jerks were absent. The 
pupils reacted to light and accommodation. An 
eye consultant found nothing of importance but 
moderate retinal arteriosclerosis. 

The urine was normal in amount. The speci- 
fic gravity was 1.018 to 1.024. There was no 
albumin or sugar. The sediment showed 1 to 3 
white cells at two of three examinations. 1 to 2 
red cells per field once. Blood examination 


showed 19,000 to 77,000 white cells, 80 to 94 per 

cent polynuclears, hemoglobin 70 per cent, reds 
4,310,000, smear normal. 
trogen was 55 milligrams. 


The non-protein ni- 


X-ray examination showed the diaphragm 
high on the left side. On both sides its outline 
was hazy and the costophrenic sinuses were 
obliterated. There was some thickening of the 
pleura along the left axillary border. The high 
position of the diaphragm on both sides ob- 
scured the shadow of the heart. The visible por- 
tion of the lung fields appeared normal. The 
aorta was tortuous and prominent in the region 
of the knob. The vessels about the hilus were 
increased in size. 

Two days after admission the visiting physi- 
cian found rales at both bases in addition to 
slight dullness at the left base behind; no bron- 
chial breathing. We noted edema of the left 
leg. The sputum was rusty and purulent,—six 
days after the onset. The patient had retention 
of urine. The sputum showed a few pneumo- 
cocci type IV. An electrocardiogram showed 
ventricular premature beats, rate 80, slight left 
axis deviation, inverted T3;. On the seventh day 
the visiting physician noted diminished tactile 
fremitus, dullness and moist rales at the right 
base behind; at the left dullness with normal 
tactile fremitus. On the eighth day the patient 


There were pea-sized | died 


i 
CuinicaL Discussion 

Dr. Maurice Fremont-SmitH: Numbness is 
a very interesting symptom. The question 
whether the patient has numbness is not asked 
often enough in taking a history. It seems to 
me that there are three questions that ought 
always to be asked as a matter of routine : (1) 
whether the patient has any numbness in 
fingers or his feet; (2) whether he has had sore 
or sensitive mouth ; (3) whether he has ever 
seen double or not. A great many mistakes are 
made because these questions are not asked. 
When we do have numbness in the hands or 
feet we may be dealing with a local situation, 
but we certainly think of interference with the 
posterior tracts, and the usual causes are com- 
bined system disease (pernicious anemia) and 
tabes, and of course the other less frequent pos- 
sibilities of tumor, syringomyelia, ete. 

Of course the patient with combined system 
disease may have trouble walking in the dark. 
He may not know where his feet are. He may 
not know what position his muscles are in. These 
sharp pains certainly make us feel that tabes 
is the most likely diagnosis. 

This is a pretty straightforward history of 
syphilis. I think it would have been very in- 
teresting to know whether he had some of the 
other symptoms of tabes. Did he have bladder 
difficulties, which are very early and of which 
the earlier symptom is often frequency rather 
than retention? Had he ever had double vi- 
sion? Was there ever any other paralysis of 
the cranial nerves? Those things are very fre- 
quent in tabes. Had he had any crises, such as 
rectal or laryngeal crises? rectal crises be- 
ing quite real, although we are apt to think of 
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them as textbook phenomena; I have seen two 
patients with repeated sharp attacks of pain in 
the rectum; and we see laryngeal crises, attacks 
of choking, and of course gastric crises. Had 
he had headaches, especially at night? 

The colloidal gold curve was of the paretic 
type. 

Do we know why he was ‘ibibo from the 
hospital? It would not be natural to discharge 
— the day after making a diagnosis like 
that. 

Miss Parnter: He was sent in simply for the 
lumbar puncture. 

Dr. FremontT-SmitH: There was a period 
of seven weeks between the entries, so I think we 
may feel that at least he had had a start of 
adequate treatment. 

The fact that the pain was increased by deep 
breathing would make one think that it was of 
pleural rather than of central nervous origin. 
On the other hand, we should have expected a 
cough with a pleurisy. It is well to remember 
that we can have—it is rather a rare thing—a 
perisplenitis in syphilis, and pain in the left 
upper quadrant, which is a very unusual place 
for pain. That pain is caused by movements 
or by the pull of those adhesions around the 
spleen caused by movements of the diaphragm, 
and sometimes we have the good fortune to cure 
such a case with potassium iodide. I am going 
to ask Dr. Mallory how often he has seen that 
at postmortem. Of course pain in the left up- 
per quadrant is so rare that when we do get 
it perisplenitis is one of the things to consider. 
Sometimes we can hear a rub there too. 

Is he going to develop a lobar pneumonia? 

His physician was a good man to make the 
diagnosis of fixed diaphragm in the presence of 
fluid, or what he thought to be fluid. 

Is this all one thing? Is the diaphragm high 
and immovable, and therefore was there dull- 
ness at that base? I do not see how one could 
draw any conclusions in regard to the diaphragm 
unless one was convinced that there was no fluid 
there. 

This is interesting. There is a pain that is 
characteristically increased by swallowing, and 
I am not sure what that pain is. It means 
something to me. It is not aneurysm, is it, sir? 
There is some condition in which swallowing 
causes pain. 

Dr. Ricoarp C. Casot: Of course there is 
the dysphagia of aneurysm or of any other 
esophageal lesion. But I never heard of it with 
a lesion apparently down in the chest. 

Dr. Fremont-SmitH: Is it mediastinitis? I 
have an idea it is. I will leave that open. 

‘‘He had pain in the left knee, cyanosis and 
moderate pitting edema of the leg.’’ The only 
way I can associate his knee and his chest is to 
assume infarcts. But an infarct to the knee 
would come from a vein or the right heart, an 
infarct to the knee from the left heart. A sub- 
acute endocarditis might give the picture, but 


we have no reason to think of subacute endo- 
carditis here. 

This is not however the picture of a man with 
pleurisy. It is much more that of a man with 
coronary infarct. Supposing he had coronary 
infarct, could we explain the pain in his knee? 
I suppose it is possible to conceive of an intra- 
ventricular thrombosis, which often occurs with 
an, infarct, and then a little embolus from there 
going to the knee. I cannot think it would form 
very early, but he had had this pain four days. 

‘‘The blood pressure of the right arm was 
160/110, that of the left 130/90.’’ So we come 
back to aneurysm as a very important possi- 
bility. 

Perhaps the varicosities would explain that 
enlargement; they would hardly explain the 
cyanosis of the leg. 

The report of the pupils | is all right. He had 
a low lesion and not a cervical lesion. 

They have not given us the evidence we should 
like to have to determine whether he had pos- 
terior tract involvement. We want to know 
about the vibratory sense and the toe position 
sense and any evidence of ataxia. After all 
we have only a lumbar puncture. Even the 
complete report is not given. 

Miss Painter: The original record of the 
first admission is missing, so we have only the 
summary of it in the record of the second ad- 
mission. 

Dr. FreMontT-SmitH: The reason I brought 
this up is that we are depending a great deal 
on one single test for our diagnosis, and we 
cannot depend on a single test. It might have 
been done on some other patient. All we have 
is absent ankle jerks. Sometimes people do not 
find ankle jerks when they are present. Cer- 
tainly the symptoms we find now do not seem 
to be related to tabes. They may be related to 
aneurysm or to coronary infarct, but not to 
tabes. 

The non-protein nitrogen is just a little above 
normal. 

The important thing in the blood examina- 
tion is a marked leukocytosis with a high poly- 
nuclear formula, showing a probable infection. 
We have no reason to think there is an essen- 
tial blood disease. The smear was reported as 
normal. 

Before we come to the x-ray examination, 
what are the possibilities? Pleurisy; but that 
very constant pain not clearing up in four days 
is not usual in effusion. The effusion usually 
separates the two layers and gives peace. That 
is the sort of thing we can get in malignancy 
involving the pleura. Persisting constant ex- 
cruciating pain might be due to a coronary in- 
farct. It might be due to an aneurysm that had 
leaked, where I do not dare say. It might be 
due to a lobar pneumonia with pleurisy again. 
But the same argument holds,—the pleurisy 
ought to have eased up. Then we have this 
marked difference in the blood pressure in the 
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two arms which is an indication of probable 
aneurysm, unless we had had some sort of in- 
terference with the blood supply other than 
aneurysm, such as embolus or thrombosis in an 
artery. It sounds more like interference with 
the blood supply taking place in the aorta. Then 
~ we have a very high white blood count, which 
could go with an aneurysm which had leaked, 
although it is very high for that. If you get 
free blood in the abdominal or pleural cavity 
you get a polynuclear blood response, and some- 
times a high one, but I do not know that I have 
ever seen one so high as that. 

- Dr. Holmes, can you help us? 

Dr. George W. Houtmes: I can add very 
little to the interpretation given. We can easily 
see that the diaphragm is high on both sides, 
fully as high on the left as on the right. Nor- 
mally it should be slightly lower on the left. 
I should think the diaphragm was high enough 
to have given the signs of dullness which may 
have been interpreted as fluid. Then there is 
the obliteration of the costophrenic sinus and a 
suggestion of thickening of the pleura. Such a 
change as this is seen with polyserositis. 

Dr. Casot: Is that thickening that we see 
along the right inner side of the ribs? 

Dr. Houmes: The thickening is very slight. 
It is more marked on the left than on the right. 

Dr. Fremont-SmitH: With as high a dia- 
phragm as that would you expect to see the 
costophrenic sinuses? 

Dr. Houtmes: Yes. 

- The prominence of the knob is very much 
against a diagnosis of syphilis. We can see the 
position of the trachea, and we have a fairly 
good chance to measure the aorta at this point. 
There is no dilatation. This prominence at the 
right goes with the prominence of the knob. It 
occurs in most cases of arteriosclerosis of the 
aorta. 

There is one type of aneurysm that we are 
constantly missing, and that is the dissecting 
aneurysm that goes down aiong the aorta. We 
usually interpret it as increase of supracardiac 
dullness and sometimes as dilatation of the root 
of the aorta. In some of the cases that have 
been reported the statement has been made that 
the shadow of the aorta inside the aneurysm is 
visible, but I do not see enough in this case to 
warrant any such interpretation. 

There is no evidence of anything in his lungs 
other than the change at the bases. We can see 
the air bubble in the stomach. If he had a 
large spleen I should think there would be more 
dullness in that area. He might have a spleni- 
tis as part of this general picture. 

Dr. Fremont-SmitH: Dr. Cabot whispered 
to me that the high white count could conceiv- 
ably be explained by an infarct of the spleen. 
But Dr. Cabot was not very enthusiastic about 
that as a diagnosis, I judge. 

We have the evidence to make a diagnosis of 
syphilis of the central nervous system, assuming 


that that spinal fluid was his, but as I said I 
think it is too bad that we have no corrobora- 
tive evidence in the physical examination. We 


syphilis of his aorta, and perhaps there will be 
no other syphilis found. Assuming that he has 
arteriosclerosis, is it possible that a dissecting 
aneurysm might explain this picture? I believe 
that in the ones I have seen the symptoms have 
been more apt to be abdominal, but I suppose 
that depends on how far down the aneurysm 
gets. Dr. Mallory, you have seen several of 
those; perhaps you can say a word about the 
symptoms. 

Dr. Tracy B. Mattory: They are extremely 
variable, but in most of those I have seen the 
most probable confusion in diagnosis would be 
with coronary occlusion. They ordinarily start 
with pain that radiates to the shoulders, arms 
and neck and later may have abdominal symp- 
toms which become very prominent. Almost in- 
variably there is an initial story of pain in the 
cardiac region tending to radiate to the arms. 

Dr. FrREMONT-SMITH: Would you expect in- 
equality of blood pressure in the two arms in 
that type of aneurysm? 

Dr. I am not convinced that in- 
equality of blood pressure in the two arms means 
much. It seems to me I have seen it in every 
variety of case in which it is looked for. 

Dr. Fremont-SmitH: I think we could ex- 
plain his high white cell count on the basis of 
dissecting aneurysm. We certainly could ex- 
plain his shock. We could explain the pain. 
And since the diagnosis has been suggested it 
seems to me now the most likely diagnosis! But 
I should not have said so if Dr. Holmes had 
not mentioned it, and maybe he has led me off 
the track. I think I should have made a diag- 
nosis of coronary occlusion and have tried to 
explain the symptoms on that basis. Of course 
with an infarct we do have a high cell count, 
and we could conceive of an infarct of the 
heart muscle with extension to the endocardium 
and the formation of a thrombus and an embo- 
lus causing the cyanosis and swelling of the leg. 
Or we ean explain it on an arteriosclerotic 
basis. 


ing aneurysm. I just mentioned it as a possi- 
bility. 

Dr. FREMONT-SMITH: It was a pleasant pos- 
sibility when you mentioned it. 

A Stupent: I saw a case two weeks ago here 
in the Cardiae Clinic. A patient came in for 
hypertension. All at once he began to complain 
of pain in the chest at the lower end of the 
sternum on both sides. Dr. Palmer was there 
and examined him. He began to complain of 
shortness of breath and pain from the twelfth 
thoracic vertebra up to the occiput. Sweat came 
out in his forehead. He was given some nitro- 


glycerin and morphia, but did not get much re- 
fief from that. He said that he had never had 


have pretty good evidence that he does not have ~~ 


Dr. Houtmes: I do not think he has dissect- © 
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anything like the pain before. It was very 
severe but not particularly localized. His blood 
pressure was 185/90, about what it had been 
for a long time. His pulse was not rapid. There 
was an aortic systolic murmur and a diastolic 
murmur. That had been the same before. 

That afternoon as he was being taken up to 
the ward from the Emergency Ward he died, 
and they found a dissecting aneurysm extending 
from one or two centimeters above the aortic 
valve down to the external iliaes. That was the 
only attack he had had that I know of and it 
had ruptured through into the pericardium. A 
man named Arenberg has an article in the 
American Heart Journal this year describing 
almost identical symptoms in several cases that 
he has had. 


Dr. FremMont-SmitH: I am going to say cor- 
onary thrombosis, arteriosclerosis, syphilis of 
the central nervous system. 


A StupEnt: You do not explain the pain and 
cyanosis in the left leg. 

Dr. FrReMontT-SmitTH: I think that perhaps 
the best explanation would be an embolus and 
partial arterial blocking. 

A Stupent: Don’t you get pain of that kind 
with thrombophlebitis? It is not described as 
very sharp pain. 

Dr. FREMONT-SMITH : 
it be of slower onset? | 

A Stupent: It is not described as being ex- 
tremely rapid. 

Dr. FREMONT-SMITH : 
A STUDENT: 
monary infarct? 

Dr. FreMontT-Smitu: I think one of the best 
reasons for excluding it is the x-ray, which did 
not show it. 

A Strupent: Did he ever have insulin? Could 
the pain on swallowing be explained as spasm 
of the esophagus in the region of the diaphragm ? 

Dr. Fremont-SmitH: I think not. At least 
I have never heard of it. There I think you 
have probably radiation of pain to the top of 
the trapezius muscle if the central part of the 
diaphragm was irritated. 

A StupEnt: What is meant in the report of 
the electrocardiogram by ‘‘slight axis devia- 
tion’’? 

Dr. FreMont-SMITH: It would mean that the 
left heart was more enlarged than the right 
heart. 

Dr. Casot: With the left diaphragm high, 
left axis deviation would not mean much, would 
it? 

Dr. FreMoNntT-SmitTH: No, it would not. 

A Srupent: In a recent clinic at the Peter 
Bent Brigham Hospital, wasn’t there a case 
where a pulmonary infarct did not show at all 
by x-ray? 

Dr. Casot: Dr. Wolbach is always surprised 
that the radiologists find so few infarcts. Do 
you have that difficulty, Dr. Holmes? 


In the leg? Wouldn’t 


, No, it is not. 
Why don’t you consider pul- 


Dr. Hotmes: We usually find a shadow, but 
we do not always interpret it correctly. 

Dr. Capot: I have rarely seen a pain going 
up into the neck and face unless it had some- 
thing to do with the heart. 

Dr. FREMONT-SmiTtH: The pain of angina 
often radiates to the teeth, doesn’t it? 

P Dr. Casot: Yes, and very few other pains 
0. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 
Pulmonary infarction with pleurisy. 
Phlebitis. 

Tabes dorsalis. 


DR. MAURICE FREMONT-SMITH’S DIAGNOSES 
Arteriosclerosis. 

Coronary thrombosis. 

Syphilis of the central nervous system. 
Embolism of the left iliae artery. 


ANATOMIC DIAGNOSES 


Thrombosis of the periprostatic plexus of 
veins and of the left internal saphenous 
vein. 

Multiple pulmonary emboli. 

Chronie endocarditis of the mitral valve; 
slight stenosis. 

Syphilis of the central nervous system. 

Hypertrophy of the median lobe of the pros- 
tate. 

Chronic prostatitis. 

Fibrous pleuritis, right, with obliteration of 

the pleural cavity. 


PATHOLOGICAL DISCUSSION 


Dr. Mauuory: I am afraid Dr. Holmes did 
miss this one, because it was a pulmonary em- 
bolus accompanied by a large solid red area of 
infarction in the right lower lobe eight by six 
centimeters, a pretty sizable one. 

Dr. Fremont-SmitH: In the right lower 
lobe? The pain was on the left. 

Dr. Mauuory: The large embolus was on 
the right. The left lung did show a few small 
emboli, but the major embolus was on the right 
side, the reason perhaps for that difference in 
pain being that the right pleural cavity was 
totally obliterated by very old fibrous adhesions. 
That is, he had no pleural cavity there any 
more, so on developing an infarct he could not 
have a diaphragmatic pleurisy since he had no 
pleural surface to become inflamed. On the 
left side he still had a pleural cavity and al- 
though the infarct there was a small one, on 
that side he got a definite pleurisy and got pain 


‘from it. 


The heart weighed 550 grams, with a slight 
trace of interadhesion of the mitral leaflets 
which could be interpreted as stenosis, though 
I do not think it was a very significant lesion. 
The coronary arteries were capacious through- 
out all the branches. 

The other organs were all essentially nega- 
tive until we came down to the prostate, which 
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_ showed a moderately enlarged median lobe, a 
certain amount of chronic prostatitis and a very 
definite thrombosis of the entire periprostatic 
plexus of veins. There was also thrombosis in 
the left internal saphenous vein, and we were 
unable to say at the close of the autopsy wheth- 
er the emboli had arisen from the periprostatic 
or from the saphenous veins. It did seem a lit- 
tle more probable that it was from the saphe- 
nous group. 

The central nervous system showed unmistak- 
able evidence of lues, which however was not 
very easy to classify. The most striking feature 
was a very marked ependymitis. I think we 
must say he had tabes, but he also had some 
other type of cerebral lues which does not fit 
into any of the ordinarily named classifications. 

Dr. Houmes: Was there no fluid in his 
abdomen? Was the high diaphragm due to the 
pleura? 

Dr. Mauuory: Yes. 

Dr. FrEMONT-SMItH: Why was his pleura 
so adherent? 

Dr. Mautory: I presume he must have had 
a pleurisy in youth. 

Dr. Casot: He did not have any perispleni- 
tis? 

Dr. No. 

Dr. Hotmes: Might the high position of the 
diaphragm easily hide the infarct? 

Dr. MAuuory: Yes. 

It is interesting in this connection that we had 
one other case of a pulmonary infarct quite re- 
cently in which also there was a story of very 
severe pain in the left upper quadrant. In 
that case there was none along the costal mar- 
gin; it was all below the ribs. The pain was so 
constant and severe that a surgeon made a diag- 
nosis of acute hemorrhagic pancreatitis. The 
patient turned out to have a perfectly normal 
pancreas and nothing but an infarct of the left 
lower lobe of his lung and diaphragmatic pleu- 
risy. 

Dr. FrREMONT-SMITH: Why do some of these 
infarets give no hemoptysis? 

Dr. Mauuory: The majority give none. I do 
not see why they do not give a very definite 
shadow, because anatomically they are so sharp- 
ly outlined and are even firmer and more solid 
than pneumonia. 

Dr. Houtmess: I think they do. Of course it 
is obvious why we did not get it in this case. 

Dr. Matuory: It takes a certain time for the 
full picture to develop. The hemorrhage into 
the infarct occurs for two or three days before 
it reaches its maximum. 

Dr. Hotmes: We have one case where films 
were taken within sixty minutes after infarc- 
tion took place and the case was followed until 
the lungs cleared. There was a great deal of 
edema which gradually cleared up, surrounding 
the infarct. It has been said that dissecting 
aneurysms are not common in syphilis, that 
they are usually of some other etiology. 


Dr. Matuory: Yes, I would agree with that. 
No one person sees a great many dissecting an- 
eurysms ; they are not common enough for that; 
but we have never had in this hospital any in... 
which we felt that syphilis played a réle. In 
fact we can rule it out in almost all cases. 

One fact worth emphasizing was the throm- 
bosis of the plexus of veins around the pros- 
tate. That is a not uncommon lesion. I have 
seen it as the source of pulmonary embolus. 
We can get a pulmonary embolus which may 
even be fatal in a non-operative case. I think 
we are always tempted to assume that we do not 
need to consider pulmonary embolus except in 
cases that have just been operated upon unless 
there is a very obvious source in phlebitis. One 
may have an internal phlebitis which cannot be 
diagnosed at all. 

Dr. FrEMoNntT-SmitH: Dr. Wolbach made the 
remark the other day that you can almost al- 
ways find these enlarged veins around the pros- 
tate in older men. 

A Stupent: What about the white count? 

Dr. Matutory: It was due to the infarct I 
think. Thirty thousand is more common. 

A Srupent: Do you think there could be 
any connection between his intravenous treat- 
ment for lues and the thrombosis ? 

Dr. Mauuory: It is possible, although I do 
not believe they gave him the intravenous treat- 
ment in the leg, which is the locus in which we 
found the thrombus. I have seen pulmonary 
embolus which I thought was perhaps second- 
ary to intravenous medication because it was 
in the same vein into which something had been 
put, but it is a very unusual finding. 

A StupEntT: Was any explanation found for 
the variation in the blood pressure? 

Dr. Mauuory: Not the slightest. There very 
seldom is. 

A StupEnt: What made the diaphragm high? 

Dr. Matuory: I think the diaphragm always 
rises when there is collapse or. consolidation, 
particularly collapse of the lower lobes. Does 
it not, Dr. Holmes? 

Dr. Houtmes: Yes. 

Dr. Casot: I should like to reénforce what 
Dr. Mallory said about the unreliability of com-_ 
parative blood pressure measurements in the | 
two arms. If the man who does the test thinks 
of aneurysm when he makes the examination, 
he almost always can find a difference in the 
two arms. It is a very unreliable physical sign. 

It is refreshing to record a diagnosis of syph- 
ilis verified postmortem. I have paid my re- 
spects to the difficulty of making it correctly. 
Of course we often get it right in syphilitic aor- 
titis, and I should say the only other diagnosis 
of syphilis that I have often seen confirmed 
postmortem is this central nervous system syph- 
ilis or tabes. When we diagnose syphilis of 
any other kind we generally do not get back- 
ing from the Pathological Department. 
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MEDICINE AND THE STATE 


SomE months before the Report of the Com- 
mittee on the Costs of Medical Care appeared, 
a review of medical economics in Great Britain 
and in European countries was published. This 
volume was written by Sir Arthur Newsholme, 
whose experience as a private practitioner and 
as head of the public health service in England 
enables him to view the subject from the stand- 
point of the private physician as well as from 
that of a public official. In ‘‘Medicine and the 
State,’’* the author summarizes his studies of 
medical conditions in Europe, conducted for the 
Milbank Memorial Fund of New York and pub- 
lished in three volumes entitled ‘‘ International 
Studies on the Relation Between the Private 
and Official Practice of Medicine.’’ 

It is interesting to note that his conclusions 
are generally in line with those of the Com- 
mittee on the Costs of Medical Care. Starting 
with the premise that ‘‘it is universally agreed 
that the health of each individual is an all im- 


portant condition of successful life, and that, 


it is a communal as well as an individual con- 
eern’’, Sir Arthur proceeds to show that the 
unsupported general practitioner is not equipped 
to deal with all conditions of illness, and that 
the vast majority of the population is financially 
unable to meet the cost of severe illness. The 
first condition he would meet by further de- 
velopment of existing hospitals, extending the 
services of their specialists as consultants to the 
general practitioner. The second condition he 
would meet by a system of compulsory insur- 
ance for those wage earners whose income falls 
below a certain amount, with voluntary insur- 


ance for those whose incomes are above this 


point. This scheme has as its corollary the pay- 
ment of hospital physicians who now give their 
services. 

The above is the merest outline of the author’s 
conclusions. In ‘‘Medicine and the State’’ he 
discusses many of the mooted questions which 
concern these points, and meets fairly and 
squarely the arguments which have been ad- 
vanced in opposition to such changes. For many 
of the obvious defects of the present schemes 
he has new remedies. Beneath all his arguments 
there lie a foundation of common sense and a 
fairness to all concerned, combined with a vision 
of what might be accomplished by codperation 
and statesmanship. In these days of unrest in 
all things, especially in things pertaining to our 
profession, ‘‘Medicine and the State’’ may be 
read with much profit and encouragement. 

*Medicine and the State. The Relations between the Private 
and Official Practice of Medicine with special reference to Public 
.D., “LL. D. published 


kins Co., Baltimore. 298 p 


VISUALIZATION OF THE ARTERIES IN 
THE LIVING BODY 


Ir has long been desired by physicians that 
some means might be presented to the medical 
profession to enable them to actually visualize 
by the roentgen ray the arteries of an extremity. 
This is particularly important 1 in such conditions 
as Buerger’s disease or in Raynaud’s syndrome. 
Occasionally arteries have been seen roentgeno- 
logically when they have been infiltrated, by 
the processes of degeneration, with calcium salts, 
but this is not often the case in the smaller 
peripheral vessels. During the last few years 
a number of salts of iodides and iodized oils 
have been injected into the peripheral arteries 
for the purpose of securing visualization of them. 
Some of these methods have led to an increase 
of pain and even gangrene and occasionally to 
poisoning. lIodized oils also have resulted in 
oil emboli. 

At the Mayo Clinic*, experiments have been 
carried on with a new substance by the trade 
name of ‘‘Thorotrast’’, a drug which has been 


*Allen, E. V. and Camp, J. D. Proc. Staff Meetings, Mayo 


‘linic 7:657 (Nov. ETS) 1932, 


ee Ltd., London, an ams 7 
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used for the study of the liver and spleen by a 
similar method. It is 25 per cent thorium di- 
oxide in the colloidal state. If injected into the 
blood stream, it is picked up by the lining cells 
of the arteries. Of the many thousand injec- 
tions given in Germany, serious reactions have 
followed in only two instances. When this me- 
dium has been used by the Mayo Clinic for 
visualization of peripheral arteries there have 
been no harmful effects in twenty-five cases. The 
authors state that even if the injection acci- 
dentally passes into the tissue surrounding an 
artery, no untoward reactions have been noted 
except some slight pain and signs of inflamma- 
tion. This disturbance disappeared in twenty- 
four to forty-eight hours. Clear roentgeno- 
grams of the arteries were obtained both in nor- 
mal cases and in patients with disease condi- 
tions. It is particularly useful in thrombo- 
anglitis obliterans, for, as the disease progressed, 
the diminishing calibre of the arteries could be 
clearly seen. 

These few examples of a use of a new drug 
are worthy of attention, for if the substance 
proves to be harmless, a method of considerable 
importance has been added to the study of dis- 
ease. 


TERM OF SERVICE OF PRESIDENTS 
OF THE MASSACHUSETTS MEDICAL 
SOCIETY 


Ever since the founding of the State Medi- 
cal Society in 1781 the president has been elect- 
ed yearly at the annual meeting, under the terms 
of the by-laws, from among the members of the 
Council, that truly representative body. In the 
early years of the society it was the custom to 
reélect satisfactory presidents for a series of 
years. John Warren served for eleven years 
and died in office, James Jackson for seven years, 
John Ware, for four. Beginning in 1855 it has 
been the practice, with two exceptions, to re- 
élect the president a second year only so that 
he served for two years, the exceptions, both 
in war time, being from 1859 to 1862 when John 
Homans filled the office for three years, and 
from 1916 to 1919 when Samue] B. Woodward 
was president for the same number of years. 
Only a few vice-presidents have been advanced 
immediately following service to the office of 
president during the 152 years of the society’s 
existence, the position having been largely an 
honorary one, a man to fill in should the presi- 
dent be unable to discharge his duties. 

Of course, one would not advocate any change 
from a habit which may be thought to have had 
something to do with the continued prosperity 
of an old society. However, the question arises 
whether it is not now advisable to return to the 
ancient practice of reélecting for a series of 
years a president who has made good and has 
the necessary spare time to devote to the duties 


of the presidency, if such physicians can he 
found in these days of strenuous activities, or to 
have a ‘‘president elect’’, thus limiting the of- | 


fice to one year, the practice with some state 


medical societies, or to select each year a vice- 
president, fitted for the presidency by his abil- 
ity as a presiding officer and knowledge of pub- 
lic medicine, who shall go on to the presidency 
the next year, providing the president in office 
declines reélection. A hard and fast term of 
service for two years seems no longer to be ra- 
tional or to meet present needs of the society. 
Customs hold us of necessity but when condi- 
tions have changed we should be wise enough to 
alter them. It is to be hoped that the Nominat- 
ing Committee, made up of one Councilor from 
each of the eighteen District Medical Societies, 
will consider this question seriously in making 
nominations for the succeeding year. 


THIS WEEK’S ISSUE 


ContTatrns articles by the following named au- 
thors: 


Boupuan, Caries. M.D. Columbia Univer- 
sity College of Physicians and Surgeons 1901. 
Director, Bureau of Health Education, Depart- 
ment of Health, City of New York. Address: 
Department.of Health, City of New York. <As- 
sociated with him is 

Werner, Louis. E.E. Research Statistician, 
Department of Health. Address: Department 
of Health, City of New York. Their subject is 
‘‘Causes of Death Among Jews in New York 
City.’’ Page 407. 


Pitts, HerMAN C. M.D. Yale Medical School 
1900. F.A.C.S. Chief of Staff, Gynecological 
Service, Rhode Island Hospital. His subject is 
‘*Presentation of a Case of Transplantation of 
the Ureters Into the Rectum Because of Car- 
cinoma of the Bladder.’’ Page 427. Address: 
68 Brown Street, Providence, Rhode Island. 


Bo.anD, BENEDICT F. A.B., M.D. Tufts Col- 
lege Medical School 1920. F.A.C.S. Junior 
Visiting Surgeon for Gynecology and Obstetrics, 
Boston City Hospital. Visiting Surgeon for 


Gynecology and Obstetrics, St. Elizabeth’s Hos- 


pital. Assistant in Urology, Massachusetts Gen- 
eral Hospital. Instructor in Obstetrics, Tufts 
College Medical School. His subject is ‘‘Sep- 
aration of Symphysis Pubis.’’ Page 431. Ad- 
dress: 270 Commonwealth Avenue, Boston. 


Morrison, Hyman. A.B., M.D. Harvard Uni- 
versity Medical School 1908. Visiting Physi- 
cian, Beth Israel Hospital. Associate Professor 
of Clinical Medicine, Tufts College Medical 
School. His subject is ‘‘A Study of the Dor- 


salis Pedis and Posterior Tibial Pulses in One 
Thousand Individuals Without Symptoms of 
Circulatory Affections of the Extremities.’’ 
Page 438. Address: 483 Beacon Street, Boston. 
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Mituman, Max. A.B., M.B., Boston 
University School of Medicine 1926. Visiting 
Physician, Springfield Isolation Hospital. As- 
sistant Visiting Physician, Merey Hospital, 
Springfield. Address: 115 State Street, Spring- 
field, Mass. Associated with him is 

Furco.Lo, CHARLES L. M.D. Yale University 
School of Medicine 1910. Visiting Surgeon, 
Mercy Hospital, Springfield. Address: 115 
State Street, Springfield, Mass. Their subject is 
‘*Relapsing Agranulocytosis with Case Report.’’ 
Page 440. 


Painter, CHarues F. A.B., M.D. Harvard 
University Medical School 1895. His subject is 
‘‘Importance of Early Diagnosis and Careful 
Differentiation of Types in Chronic Arthritis.’ 
Page 447. Address: 520 Commonwealth Ave- 
nue, Boston. 


MASSACHUSETTS LEGISLATIVE 
NOTES 


The following bills, of interest to the medical 
profession, are before the Massachusetts Legisla- 
ture: 


H. 1114 by Mr. Edward J. Kelley of Worcester, 
petition of Francis D. Donoghue relative to charges 
of certain hospitals for treating employees in- 
jured in industrial accidents. Labor and Indus- 
tries. The hearing was held February 14. 

H. 1039 by Mr. Logan of Boston, petition of 
Joseph A. Logan that physicians and others make 
reports to board of health, and the Department of 
Public Health to the Registrar of Motor Vehicles, 
of all cases of epilepsy. Public Health. 

H. 1009 by Mr. Innes of Boston, petition of 
Charles J. Innes relative to compensation for in- 
juries to hands and feet suffered by employees 
injured in industrial accidents. Labor and Indus- 
tries. The hearing was held February 16. 


MISCELLANY 


A RADIO MESSAGE PREPARED AND SPON- 
SORED BY THE COMMITTEE ON PUBLIC ED- 
UCATION OF THE MASSACHUSETTS MEDI- 
CAL SOCIETY FOR THE DEPARTMENT OF 
PUBLIC HEALTH 


THE HEART* 


BY SAMUEL H. PROGER, M.D. 


The heart serves only one function, poets to 
the contrary notwithstanding. It is the pumping 
mechanism by which the substances which main- 
tain life are sent out in the blood to the tissues 
in all parts of the body, and the gaseous waste 
products are sent to the lungs to be exhaled. The 
proper functioning of this pump for a normal span 
of life depends upon the satisfactory state of 


*Station WBZ, February 7, 1933, 4:15 P.M. 


| absolutely to prevent these relapses, it is known 


three things: (1) the valves within the heart, (2) 
the blood vessels through which the blood is 
pumped, and (3) the small blood vessels which 
supply the heart itself with nourishment. Thus 
it is that heart trouble may be the result of leak- 
ing or stiff valves, of increased pressure in the 
blood vessels with hardening of these vessels, or 
of narrowing and hardening of the small vessels, 
which supply nutrition to the pumping heart. 

The chief diseases which cause disturbance in 
the valves are rheumatic fever, St. Vitus dance, 
known scientifically as chorea, and syphilis. As 
regards the arteries, increased or high blood pres- 
sure naturally produces a strain on the heart 
which has to pump blood through these arteries, 
thus causing what is called hypertensive or high 
blood pressure heart disease. The vessels which 
supply the heart itself with nourishment are 
called the coronary arteries, and disease or hard- 
ening of these arteries produces what is called 
angina pectoris and also cardiac or heart asthma. 
Complete blockage of a coronary artery by throm- 
bosis causes a severe prolonged attack of heart 
pain. 

According to the ages at which they develop, 
all heart diseases may be divided into four groups 
as follows: First, congenital heart disease, or heart 
disease which is present at birth and is due to 
various abnormalities in the development of the 
heart before birth. So-called blue babies usually 
have this type of heart disease. Secondly, rheu- 
matic heart disease, which generally develops in 
childhood, usuaily as a result of rheumatic fever 
or St. Vitus dance. Thirdly, syphilitic heart dis- 
ease, which is seen in young and middle-aged 
adults as a result of this form of venereal infec- 
tion; and fourthly, the heart disease which oc- 
curs in older people and is usually due either 
to high blood pressure, or hardening of the arter- 
ies, or both. 

Now let us consider more closely each of these 
four groups. It is amazing how often people who 
are born with abnormal hearts live satisfactorily 
to a ripe age. The avoidance of infection and 
excesses of all sorts, and moderate limitation of 
activity frequently allow people with congenital 
heart disease to live long and useful lives. Gil- 
bert, the famed musical composer of Cambridge, 
is an excellent example. Born with one of the 
more serious types of abnormality of the heart, 
he lived to be sixty years old, and all who know 
his music will attest to the usefulness and hap- 
piness of his life. ; 

In this section of the country rheumatic heart 
disease is very common. To those who have 
rheumatic heart disease, it is particularly impor- 
tant to avoid infections in general such as com- 
mon colds, and thus perhaps prevent relapses of 
the infection which originally caused the heart 
disease, such as rheumatic fever and St. Vitus 
dance or chorea. While it is perhaps impossible 
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that those who live normal, well-balanced lives 
with an abundance of fresh air, sunshine, good 
food, with regular hours, and under conditions 
of cleanliness are less likely to have reinfections 
than those who do not. Aliso it seems that it is 
desirable for children with rheumatic heart dis- 
ease to be somewhat overweight. They get along 
better with the extra weight. In the South, rheu- 
matic heart disease is rare because the infections 
which cause this heart disease are rare. Those 
in this section of the country who have rheumatic 
heart disease can generally avoid further rheu- 
matic infections if they move to the warm south- 
ern climate. The person with rheumatic heart 
disease should keep in mind the following symp- 
toms which may indicate active rheumatic infec- 
tion: joint or muscle pains, sore throat, nervous 
twitching, fever, nose bleeds, vomiting, and loss 
of weight. When any of these symptoms appear, 
a physician should be called. 

Rheumatic heart disease, even more than con- 
genital heart disease, is compatible with a long 
and useful life. Many people with rheumatic heart 
disease live twenty, forty, and even fifty years 
after its onset, comfortably and without symptoms. 
This is especially true of those whose occupa- 
tion does not require a great amount of physical 
exertion. 

Syphilitic heart disease obviously can be pre 
vented by simply avoiding the initial infection of 
syphilis. Once the heart disease has developed, 
treatment of the infection with specific drugs and 
limitation of activity are advised to delay heart 
failure. If syphilis is treated early and effectively, 
syphilitic heart disease may be prevented. 


The heart disease of older people, that due to 
high blood pressure or hardening of the arteries, 
may be consistent with considerable optimism. 
This type of heart disease is usually benign and 
long standing. In fact, many people have this 
condition for many years without knowing that 
anything is wrong. They may first become aware 
of it through a physician to whom they have gone 
for some entirely unrelated symptom. In such a 
case, undue alarm may actually prove harmful. 
Even the more serious states associated with this 
type of heart disease, such as angina pectoris, 
need not doom the sufferer to permanent invalid- 
ism. While it is true that a person with angina 
pectoris may at any moment have a sudden fatal 
accident, it is also true that many live ten or 
even twenty years after the onset of this condi- 
tion. For a person with angina pectoris to with- 
draw from all interest and anxiously await the 
fateful end is as unnecessary as for a normal 
person to live in dreadful anticipation of being 
run down and killed by an automobile. It is not 
only unnecessary; it is unfortunate because the 
patient with angina pectoris not only makes his 
life miserable thereby, but the mere attitude of 
fearful anxiety or fateful resignation may actually 
shorten his years. On the other hand, cheerful- 


ness, hope, and courage are always conducive to 
longer life. 


Many people with high blood pressure and en- ©. 


larged hearts are overweight. It is advisable for 
such people to reduce. This, of course, should be 
done under proper medical supervision. I might 
cite here the following wise words from Shakes- 
peare: “Leave gourmandizing, know the grave doth 
gape for thee thrice wider than for other men.” 

I say “wise words” because recent statistics 
based on an analysis of many cases actually show 
that, as compared with people of normal size, 
three times as many fat people beyond middle 
age die before they reach eighty years of age, 
and most of these die of heart disease. 

Also physicians of long ago realized that obesity 
is harmful. Witness this, written more than a 
hundred years ago by a famous English doctor 
(Cheyne): “Every man after fifty ought to begin 
and lessen at least the quantity of his aliment, 
and if he would continue free from great and 
dangerous distempers and preserve his senses and 
faculties ciear to the last, he ought every seven 
years to go abating gradually and sensibly and at 
least descend out of life as he ascended it, even 
into a child diet.” I might add that the principal 
“great and dangerous distemper” to avoid or to 
ameliorate under these circumstances is _ heart 
disease. 


Now what are the early symptoms of heart 
disease, and how is one to recognize whether 
his heart is beginning to weaken? Dr. Joseph H. 
Pratt of Boston, in a careful study of the earliest 
symptoms of heart disease, found that in the 
majority of cases shortness of breath is the first 
indication of heart trouble. Of course most of us 
with normal hearts who are not in the best of 
physical condition become short of breath after 
even moderate exertion to which we are not ac- 
customed. The shortness of breath which is sig- 
nificant of heart disease, however, is an increas- 


‘ing shortness of breath for which there is no 


other obvious cause such as gain in weight or 
disease elsewhere. Increasing shortness of breath 
should always act as a warning signal which calls 
for medical attention. There are other less com- 
mon early symptoms of heart trouble which 
would take too much time to discuss adequately, 
and merely to mention them might cause unneces- 
sary alarm; for many people with normal hearts 
may have some of these symptoms simply as a 
result of nervousness and frequently because of a 
fear of heart disease. Young and middle-aged peo- 
ple who suspect that they have heart disease 
because of heart pounding, irregular heart beats, 
breathlessness, pain over the heart, etc. are 


almost invariably wrong in their diagnosis. The 
determination of the significance of the symptoms 
in such cases must rest entirely with the physician. 

Patients with heart disease frequently wonder, 
in regard to adjusting their activities, just how 
much they can do without harming themselves. 


| ~ 


VOL. 208 
NO. 8 


EDITORIAL DEPARTMENT 


463 


In this connection, it is well to remember the ad- 
vice of the great English heart specialist, Sir 
James MacKenzie, “A person with heart disease 
can do in safety what he can do in comfort.” 


DEDICATION OF THE SEVENTH HEALTH UNIT 


Invitations have been issued by the Trustees of the 
George Robert White Fund for the dedication of the 
Seventh Health Unit established from the income 
of the fund and to be presented to the City of Boston 
for the conservation of public health Friday, Feb- 
ruary 24 at eleven o’clock, Whittier Street, Roxbury. 


MORTALITY RATES 


Telegraphic returns from 85 cities with a total 
population of thirty-seven million for the week 
ending February 4, indicate a mortality rate of 12.1 
as against a rate of 11.8 for the corresponding 
week of last year. The highest rate (22.6) ap- 
pears for Fall River, Mass., and the lowest (5.7) 
for Yonkers, N. Y. The highest infant mortality 
rate (26.2) appears for Fall River, Mass., and the 
lowest for Canton, Ohio, Peoria, [I1l., South Bend, 
Ind., Tacoma, Wash., and Utica, N. Y., which re- 
ported no infant mortality. 

The annual rate for 85 cities is 12.9 for the 
five weeks of 1933, as against a rate of 12.0 for 
the corresponding period of the previous year. 
This shows that the new year starts with indica- 
tions that we may not duplicate the low mortality 
rates of the preceding year. 


CORRESPONDENCE 


A CORRECTION RESPECTING THE MEDICAL 
EDUCATION OF DR. R. Z. SCHULZ 


February 14, 1933. 
Editor, New England Journal of Medicine, 

May I draw your attention to the fact that on 
page 335 of the last issue of your Journal the 
biography of Ruben Z. Schulz should have read 
M.A., M.D., State University of Nebraska, 1927, 
instead of Harvard University Medical School, 1927. 
The remainder of his biography is quite correct. 

Very truly yours, 
Cuirrorp L. Derick, M.D. 


DISTRIBUTION OF CIRCULARS RELATING TO 
THE USE OF PASTEURIZED MILK 


The Commonwealth of Massachusetts 
Department of Public Health 
State House, Boston 
February 15, 1933. 
Editor, New England Journal of Medicine, 

Some time ago the U. S. Public Health Service 
published the results of a very intensive survey 
of the relative growth promoting value of heated 
and raw milks. As you pointed out in your edi- 
torial columns, the results of this study showed 
beyond reasonable doubt that heated milk is of 
as great food value as is raw milk. 


The Public Health Service has prepared abridged 
reprints of this article. This Department has 
obtained a supply of these and would be glad to 
furnish them in reasonable numbers to physicians 
who may be able to use them effectively in their 
practice. 

Yours truly, 
Georce H. Bicetow, M.D., 
Commissioner of Public Health. 


IS COMPULSORY VACCINATION DESIRABLE? 
Editor, 

The New England Journal of Medicine, 

The annual assembly of the Pros and Cons of 
compulsory vaccination is about to occur at the 
Massachusetts State House, incident to further 
legislation in regard to smallpox vaccination. The 
masses of statistics which are presented at these 
hearings may or may not be worth the paper 
used in their compilation, but all intelligent peo- 
ple will agree that most of the tremendous prog- 
ress which has been made in the struggle with 
human illness and disease has been made invari- 
ably through the intelligent patience, perseverance 
and persuasion of the medical profession and the 
confidence of the people in general in medical 
science, rather than by forceful legislation and 
the policeman’s club. The philosophy of American 
life is decidedly opposed to excessive legislative 
control over the bodies and convictions of its citi- 
zens. Those of us who are convinced of the ef- 
ficacy of vaccination against smallpox, if carried 
out according to scientific instructions, ought to 
have confidence that those who are following these 
instructions need have no fear of that small group 
of would-be unvaccinated persons. 

It is well known that in Massachusetts, diseases 
of the heart and lungs are the greatest menace to 
health and life. The increasing habit-forming prac- 
tice of tobacco smoking with its absorption of 
nicotine and the inhalation into the lungs of the 
smoke from the incomplete combustion of tobacco 
undoubtedly is a factor in these diseases. 

Yet if anyone should attempt to initiate legisla- 
tion prohibiting the use of tobacco, what a “whale 
of a howl” would go up from the people in gen- 
eral and the medical profession in particular. 

The medical profession has in the past suc- 
ceeded, by other measures, in the control of most 
infectious diseases, so why not control smallpox 
in the same way, amd in so doing preserve the 
fine tradition of Massachusetts—the home of the 
Cradle of Liberty and the site of the Boston Tea 
Party? 

J. Water ScHirnMER, M.D. 

520 Beacon Street, Boston, 

February 16, 1933. 


EDITORIAL NOTE: 

We are always ready to present both sides of 
a question. We feel, however, that the argument 
presented above is not quite sound. 
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Public health compulsory measures do not often 
extend to the regulation of persons! habits which 
are limited to their effect on the individual, but 
rather to the prevention of communicable diseases 
and general sanitation. 

Smallpox will infect unprotected persons who 
have no appreciation of the safety provided by 
vaccination. Public health seeks to protect the 
ignorant or careless person. Children are the 
greatest sufferers in a smallpox epidemic and are 
entitled to the application of recognized safe- 
guards. 

The tobacco habit may be as deleterious as the 
writer believes, but it dces not impose the horrible 
suffering and danger to life that smallpox does. 
It does not call for the expenditure of the tax- 
payers’ money to carry out the quarantine and 
medical service expense imposed by smallpox. 


“POSITIONS IN THE PUBLIC HEALTH SERVICE 


Harvard University 
Medical School 
Department of Preventive Medicine and Hygiene 
Boston, Massachusetts, 
February 15, 1933. 


Editor, New England Journal of Medicine, 

The article entitled “Positions in the Public 
Health Service,” which appeared in the Journal of 
February 9, 1933, page 325, may lead to misunder- 
standings and disappointments. It gives the im- 
pression that there are a number of positions 
available to the medical profession which may be 
eagerly sought in these days of depression. The 
fact is that there are very few vacancies on the 
list of commissioned officers of the Public Health 
Service. Through long tradition, fortified by law 
and regulations, vacancies are filled in a definitely 
prescribed manner. 

The efficiency and the high standards main- 
tained by the Public Health Service have been 
due in large part to the careful selection of its 
personnel, the maintenance of exacting profession- 
al requirements and freedom from politics. Its 
achievements and accomplishments have engen- 
dered an esprit de corps which has been an out- 
standing feature. 

In view of the misinterpretation which your arti- 
cle may cause, and in view of the high esteem and 
influence of the excellent Journal which you edit, I 
think it would serve a yseful purpose if you 
would publish this letter and the attached state- 
ment of facts concerning requirements for ap- 
pointment in the Public Health Service. 

Very truly yours, 
M. J. RosENAUv. 


APPOINTMENT IN THE PUBLIC HEALTH SERVICE 

As provided in the Act of April 9, 1930, regular 
Officers in the Public Health Service are appoint- 
ed by the President, by and with the advice of the 


Senate, under regulations prescribed by him. 
Original appointments may be made only in the 
grades of Assistant and Passed Assistant Surgeon. 
Under the regulations, candidates are recommended 
for appointment by the Surgeon General of the 
Public Health Service. The following are the 
requirements for such recommendation: 


Candidates for appointment in the grade of As- 
sistant Surgeon must not be less than 23 nor 
more than 32 years old; must have had at least 
seven years of educational (exclusive of high 
school) and professional training or experience 
equivalent thereto; they shall have graduated from 
a reputable professional school. In addition the 
applicant must have passed a satisfactory physical, 
academic and professional examination before a 
board of commissioned officers of the regular 
Corps. 

For appointment to the grade of Passed Assistant 
Surgeon, no applicant is eligible whose age is more 
than 39 years. To be recommended by the Surgeon 
General for appointment, the applicant must 
possess all the educational and professional train- 
ing and experience required for the grade of As- 
sistant Surgeon, and in addition thereto, must 
have had two years’ postgraduate instruction, re- 
search or teaching in some specialized branch of 
medicine, dentistry, sanitary engineering or phar- 
macy and at least two years’ practice in his spe- 
cialty. Besides this the applicant must pass a 
satisfactory physical, academic and professional 
examination before a board of commissioned of- 
ficers of the regular service. 


Officers are not appointed to any particular sta- 
tion but to the general service. They are subject 
to change of station as the exigencies of the serv- 
ice may require and must serve wherever assigned 
to duty. 

Promotion to higher grades is won only after 
a definite period of satisfactory service and after 
passing physical and mental examinations before a 
board of commissioned medical officers of the 
Service. 

The Public Health Service is, therefore, a career 
service quite as much as are the medical corps of 
the Army and the Navy. This has been recog- 
nized by the enactment of laws and regulations 
to place the officers of the Public Health Service 
upon the same footing as the medical officers of 
the Army and the Navy, so that the choice of 
young medical men, seeking a career in the Gov- 
ernment service, may not be influenced by. any 
other considerations than those of training, inclina- 
tion and adaptability. 

In no sense in the past has the Public Health 
Service been the subject of political patronage. 
On the contrary the purpose of all the laws and 
resulting regulations governing appointment in the 
Public Health Service has been to create a medi- 
cal corps especially trained in the protection of 
the public health and to develop such corps to 
the highest practicable efficiency. 


| 
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RECENT DEATH 


BLODGETT—Dr. HaArotp Percivat of 58 
Church Street, Leominster, Mass., died suddenly in 
that city February 16, 1933. Dr. Blodgett was born 
in Leominster, March 31, 1879, the son of Hon. Ed- 
ward F. and Nellie (True) Blodgett. His early edu- 
cation was acquired in the public schools of Leomin- 
ster and he graduated in medicine from the Tufts 
College Medical School in 1902. He then engaged 
in studies in Vienna and Berlin for a year, returning 
to Leominster and engaging in practice which he 
continued until three years ago, but continued to 
serve as associate medical examiner in the third 
Worcester district. 

_ Dr. Blodgett was a Fellow of the Massachusetts 
Medical Society and the American Medical Associa- 
tion. He served the city as its physician for several 
years. He was a member of Wilder Lodge, A. F. and 
A. M. 

_ He is survived by his widow, Mrs. Olive G. (Wiley) 
Blodgett, formerly of Fitchburg, Mass., and a brother, 
Judge Edward W. Blodgett of Framingham. 


NOTICES 


CLINICS IN MEDICINE AT PETER BENT 
BRIGHAM HOSPITAL 

On Thursdays at 3:30 P.M. in the Amphithea- 
tre of the Peter Bent Brigham Hospital Dr. Henry 
A. Christian, Hersey Professor of the Theory and 
Practice of Physic, Harvard, and Physician-in- 
Chief, Peter Bent Brigham Hospital, will give a 
series of clinics which members of the medical 
profession are cordially invited to attend. The 
next clinic will be given on March 2. 

Physicians and medical students are also in- 
vited to attend ward rounds of the Medical Staff 
of the Peter Bent Brigham Hospital held from 
10-12 o’clock on Saturdays, as well as a clinical- 
pathological demonstration immediately following 
these rounds. 


HARVARD UNIVERSITY 


FREE Pusiic LECTURES ON MEDICAL SUBJECTS 

The Faculty of Medicine of Harvard University 
offers a course of free public lectures on medical 
subjects, to be given at the Medical School, Long- 
wood Avenue, Boston, on Sunday afternoons. The 
lectures will begin at four o’clock and the doors 
will be closed at five minutes past the hour. No 
tickets are required. 


SUNDAY AFTERNOONS AT FOUR 0’CLOCK 

February 26—Dr. H. R. Viets: Nerve, Nerves, 
and Nervousness. 

March 5—Dr. E. L. Oliver: The Care of the Skin 
and Scalp. 

March 12—Dr. Shields Warren: Cancer and Radi- 
ation Therapy. 

March 19—Dr. Randall Clifford: The Tuberculosis 
Problem Today. 


March 26—Dr. W. G. Smillie: A Discussion of the 
Common Cold. 


RADIO HEALTH MESSAGES 
FEBRUARY-MARCH, 1933 

Sponsored by the Public Education Committee of 
the Massachusetts Medical Society and the Massa- 
chusetts Department of Public Health. 

Courtesy WBZ. Tuesdays, 4:15 P.M. 
February 

28 Effects of Fatigue 
March 

7 Vacation Health 

14 The Use and Abuse of Serums and Vaccines 

21 Can We Prevent Diabetes? 

28 Hobbies and Health 


STATE House BROADCAST 
Sponsored by the Massachusetts Department of 
Public Health. 
Courtesy WEEI. Fridays, 12:45 P.M. 
Health Subjects of Public Interest discussed by 
the Division Directors of the Department. 


Rapio HEALTH ForuM 
Queries from the public are answered under the 
sponsorship of the Department of Public Health. 
Courtesy WEEI. Fridays, 4:50 P.M. 
Questions on Health and Prevention of Disease 
may be sent to Radio Health Forum, State Depart- 
ment of Public Health, State House, Boston. 


REPORTS AND NOTICES 
OF MEETINGS 


BOSTON CITY HOSPITAL 
STAFF CLINICAL MEETING 
Wednesday, March 1, 1933, at 8:15 P.M. 
Thorndike Amphitheatre 
. Liver Disorder in Diabetes Mellitus. 
P. Stetson. 
2. Physical Signs in Pneumonia and Empyema. 
Dr. Francis W. Palfrey. 
3. Acute Nicotine Poisoning. Dr. James M. Faulk- 
ner. 
4. The Relative Value of Kidney Function Tests. 
Dr. Laurence B. Ellis. 
5. Haverhill Fever. Dr. Edwin A. Locke. 


COMMITTEE ON HOSPITAL CLINICS. 


Dr. Richard 


HARVARD MEDICAL SOCIETY 

The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Van Dyke Street entrance), Tuesday 
evening, February 28, at 8:15 o’clock. 

PROGRAM 

Presentation of Cases. 

A Pathologically Verified Example of Pituitary 
Basophilism. By Dr. Harvey Cushing. 

JoHN Homans, M.D., Secretary. 
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NEW ENGLAND PEDIATRIC SOCIETY 
Frmpay, Marcu 3, 1933 
AFTERNOON SESSION 
Children’s Hospital Amphitheatre, 4:00 P.M. 
1. Presentation of Patients (Surgical). Dr. Wil- 
liam B. Ladd. 
2. Presentation of Patients (Orthopedic). 
Frank Ober. 
3. Renal Rickets. Dr. Edward C. Vogt. 
4. A Simplified Baby Carrier for Infants. Dr. 
Eugene C. Peck. 
5. Presentation of Patients (Medical). 
neth Blackfan. 

EVENING SESSION 
Boston Medical Library, 8:00 P.M. 
Medical Supervision of Normal Children Under 
School Age 
A Meeting to Discuss the Existing Activities 
of the Private Practitioner and Public and 
Private Agencies in the Field of Infant and 

Child Care. 

1. Modern Concepts of Its Scope. 
Stuart. 

*2. Present Extent of Its Application. 
Philip Van Ingen, New York. 

8. Needed Changes in Current Practice. 
Lewis Webb Hill. 

4. Discussion. 


Dr. 


Dr. Ken- 


Dr. Harold 


Dr. 


Dr. 


Tuomas A. Foster, President, 
GERALD HOEFFEL, Secretary. 


*Based on National Survey of Preventive Service Conducted 
Under Auspices of White House Conference on Child Health 
and Protection. 


BOSTON CITY HOSPITAL CLINICAL STAFF 
MEETING 


The stated meeting of the Boston City Hospital 
Clinical Staff was held on Tuesday evening, Janu- 
ary 31, in the Cheever Amphitheater. Dr. Jere- 
miah J. Corbett presided, and the evening was de- 
voted to a presentation of interesting and unusual 
cases. 

Dr. Harry P. Cahill presented the first case, an 
example of intracranial mastoid complications. The 
patient was first seen in 1922 complaining of in- 
creasing headache over a period of three weeks, 
and prostration for one week. On examination a 
running ear was found on the right, and a “‘sound- 
memory” aphasia was present; the patient, let it 
be noted, being left-handed. During the examina- 
tion the patient suddenly became unconscious, but 
enough of the procedure had been completed to 
render a diagnosis of abscess of the right temporo- 
sphenoidal region of the brain. A subtemporal in- 
cision revealed a non-encapsulated abscess which 
was drained. Recovery was rather uneventful, and 
in 1932, ten years later, a radical mastoid opera- 
tion showed that a retrograde thrombophlebitis 
caused the original trouble, as no path of direct 
extension could be found. The striking features 
of this case are (1) “sound-memory” aphasia due 
to a lesion on the right in a left-handed person, 


| (6) a non-encapsulated 
| Successfully treated. 


(2) sudden onset of unconsciousness during ex- 
amination, (3) no direct path of extension from the 
ear to the brain, (4) no bone growth and repair 
over the dura when seen ten years later, (5) no 
optic disc changes were seen on first admission, 
abscess was found and 


Dr. Chester R. Mills next presented a case of 
sinus thrombosis with other complications. A seven 
year old boy entered the hospital in 1929 complain- 
ing of a cold, and left running ear. A _ typical 
“acute hemorrhagic mastoid” was operated upon, 
and the lateral sinus, when exposed, appeared nor- 
mal. The field oozed considerably postoperatively, 
and the wound was finally repacked 24 hours later. 
Soon thereafter there followed a chill, and a rise 
in temperature to 105°, with a white cell count of 
28,000. The jugular vein was tied off, and an in- 
fected thrombus turned out, and wound packed. 
The patient failed to improve greatly during the en- 


.|suing days, and on the twelfth postoperative day 


an otitis media and acute mastoiditis on the op- 
posite side were treated by operation. A _ trans- 
fusion of 500 cc. of whole blood was given. A 
mass appeared in the left thigh, another appeared 
over the sternum near the fourth rib, and the blood 
culture was positive for hemolytic streptococcus. 
Non-surgical treatment was successful, and one 
month later the patient was discharged. Several 
weeks later he developed convulsions, and a right- 
sided hemiplegia for which conservative treatment 
was used successfully, although no cause for the 
hemiplegia was found. The boy has been quite 
normal since, except for several middle ear in- 
fections of minor nature. 

Complications of nasal accessory sinus disease 
were discussed by Dr. Louis M. Freedman and il- 
lustrative cases shown. Dr. Freedman pointed out 
the seriousness of acute frontal sinus infection by 
contrasting two cases of this disease, one success- 
fully evacuated, and the other progressing to a 
fatal termination in 48 hours before any treatment 
could be employed. A patient with a mucocele of 
the frontal sinus, successfully removed, was also 
shown. 

Drs. Freedman and Monahan presented two 
cases of epidermoid carcinoma of the floor of the 
mouth, and one case of carcinoma of the throat in 
the tonsillar region, treated with local radon gold 
tube seeds and deep x-ray therapy to the neck. 
They emphasized the necessity of cleaning up the 
constant foul mouths that are found in these con- 
ditions, because they are the most common sources 
of malignancy. 

Dr. Freedman next spoke on “Bronchoscopic Ob- 
servations of Lung Complications.” He first 
showed an interesting pathological specimen of 
bronchiectasis of an upper lobe, a rare entity in 
itself but nevertheless one that is to be consid- 
ered at times. Until necropsy, the diagnosis in 
this instance had been tuberculosis. The speaker 
illustrated his discussion with lantern slides, and 
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concluded by emphasizing the importance of 
bronchoscopy not only in the removal of foreign 
bodies, but also in the. diagnosis and treatment of 
other pulmonary conditions, such as_ abscess, 
atelectasis, bronchiectasis and new growths. 

Dr. Jeremiah J. Corbett presented a very inter- 
esting case of a patient who came into the hos- 
pital with bilateral cataracts and in addition an 
epidermoid carcinoma of the eyelids, nose, and 
cheek on the right. The latter was alleged to 
have started as a “whitehead” on the face some 
29 years previously. The lesion was treated with 
radium, with two millimeters of lead protection 
to the normal surrounding tissue, and a lead shield 
over the eyeball under the lids to protect the 
retina. In lesions of this sort, once the destructive 
process invades the subcutaneous tissues. of the 
orbit, the prognosis is much worse. 

Dr. Robert W. French presented two cases of 
neuropathic keratitis, and pointed out how impor- 
tant it is to employ prophylactic measures for the 
protection of the cornea if any operative proce 
dures on the Gasserian ganglion are contemplated. 
Dr. French also discussed the modern method for 
doing enucleations, mentioning especially the utility 
of the tonsil snare in these operations. 

Dr. Harry Schwartzman was the last speaker 
on the program, discussing briefly the subject of 
glaucoma. He presented a series of cases, the 
first one illustrating primary and secondary inflam- 
matory glaucoma, and the second group showing 
glaucoma coming on insidiously in quiet non-in- 
flamed eyes, and demonstrating so-called glau- 
comatous cups and secondary optic atrophy. The 
speaker then contrasted this case with another pa- 
tient showing a normal right eye and _luetic 
atrophy in the left eye, and discussed the appear- 
ance of the discs in atrophy and in normal and 
glaucomatous cupping. 


HARVARD MEDICAL SOCIETY 

The Harvard Medical Society met in the Amphi- 
theatre of the Peter Bent Brigham Hospital on the 
evening of January 24, at 8:15 o’clock. Dr. Elliott 
C. Cutler presided. The meeting opened with a 
presentation of cases. ; 

The first case was that of a 48 year old single, 
French Canadian male. He was first admitted to 
the hospital on October 10, 1927. At this time he 
complained of pain in the right, lower, anterior 
chest which was worse on coughing; of weakness 
in the lower extremities, which gradually became 
worse; of numbness in the legs that had extended 
until it reached the level of the upper abdomen; 
and of retention of urine of recent onset. Physical 
examination at this time revealed diminished acuity 
to touch and vibratory sense below the 6th thoracic 
segment, hyperactive knee jerks and ankle jerks, 
bilateral Babinski but no ankle clonus. The spinal 
fluid was xanthochromic and only seven cubic centi- 
meters were obtained. There was no rise on jugular 
compression. Lipiodol injection revealed a partial 
block in the upper thoracic region. At operation, 


an extradural tumor was found and removed. Foi- 
lowing the initial operation he suffered a return of 
symptoms after a very transient improvement, and 
at the second operation a fibrinous hematoma was 
removed. He regained the use of his lower ex- 
tremities after two years so that he was able to 
return to work. During the past year there has 
been a gradual return of symptoms so that now his 
state is somewhat similar to that of his previous 
admission. 

The pathological diagnosis of the specimen re- 
moved at the first operation has been submitted to 
several pathologists who are practically unanimous 
in their agreement that it is a giant cell tumor. 
In reviewing the x-ray films taken at the recent 
admission, Dr. Sosman stated that he could not diag- 
nose giant cell tumor, but that one small patch sug- 
gested such a growth. 

Dr. Cutler showed several other x-ray films illus- 
trating involvement of the vertebrae, in which it 
was quite difficult to make a differential diagnosis 
before operation. 

The second case was that of a patient suffering 
with agranulocytic angina. The patient had had 
several previous admissions to the Peter Bent Brig- 
ham Hospital for infections, and each time her white 
blood count had dropped suddenly with a decrease 
in the number of polymorphonuclear cells. She re- 
ceived several injections of pentanucleotide during 
this last attack and these were followed by a good 
response of the white blood cells and a marked rise 
in the polymorphonuclear count. Dr. Christian stated 
that two views are held at present in regard to the 
cause of this condition. One is that it is the re- 
sult of a particularly severe infection, and the other 
that it represents some deficiency in the white blood 
cell mechanism in response to any infection. This 
case supports the latter view, and also demonstrates 
the favorable response that follows the administra- 
tion of nucleotide. 

Dr. I. S. Ravdin of Philadelphia was the speaker 
of the evening, and chose as his subject, “Studies of 
Gall Bladder Function.” He began with the state- 
ment that there have been two opposing schools of 
thought regarding the function of the gall bladder. 
One believes that once the bile enters the gall blad- 
der it does not leave except by absorption, while 
the other contends that the bile constituents are 
concentrated in this viscus and then emptied into 
the common duct. 


Early experiments conducted by the speaker and 
his associates showed (1) that the gall bladder of 
animals responds to various stimuli by rhythmic 
contractions; (2) in the living animal the gall blad- 
der empties itself through the cystic duct and there 
is nothing to prevent flow of bile through the duct 
in either direction, and (3) in animals as well as 
cadavers, the normal pressure in the common duct 
does not prevent a flow into it from the cystic duct. 

Protagonists of the theory that bile is absorbed 
entirely through the wall of the gall bladder have 
explained the rapid disappearance of the various 
dyes from that organ following fat meals by the 
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assumption that absorption is increased. Dr. Rav- 
din’s experiments show that fatty foods in the duo- 
denum do not increase the absorption of dye in the 
gall bladder, and that the absorption of the dye is 
so slow that its disappearance could not be ex- 
plained on this basis. Furthermore there is x-ray 
evidence in human beings that the dye passes out 
through the cystic duct. Several films were shown 
which illustrated this point. 

The speaker next considered experiments carried 
on with the gall bladder in dogs. The organ was 
freed from its connections with the biliary tract, 
and great care taken to preserve the blood supply 
and lymphatic drainage in order that a normal rather 
than a pathological organ might be studied. Isolated 
constituents of bile were placed in the organ and 
studied; then bile was introduced into the organ, 
and following this a similar set of experiments was 
conducted in damaged or pathological organs. The 
results of these investigations may be summarized 
briefly as follows: 


I. Regardless of the variable concentration of 
the different constituents in the bile of the gall blad- 
der and liver, the depression of the freezing point 
and osmotic concentration tends to remain the same 
in both and to approach that of the serum. 

II. When bile salts are introduced into a normal 
gall bladder, water and bile salts are absorbed, and 
the solution becomes concentrated. When a sus- 
pension of cholesterol with sodium taurocholate is 
placed into the normal gall bladder, water and bile 
salt are absorbed, the solution becomes concentrated, 
and no cholesterol is absorbed. When a bile salt- 
cholesterol mixture is placed in a damaged gall 
bladder, there is absorption of bile salt, a decreased 
concentration of the solution, and an increase in the 
cholesterol content. Low bile salt and high cho- 
lesterol provide a good opportunity for the precipi- 
tation of cholesterol and calcium. 

III. In dogs and man the bile pigment decreases 
in pathological gall bladders, but whether from 
oxidation or absorption is unknown. 

IV. In an inflamed condition of the gall blad- 
der, water enters the viscus and dilutes the con- 
tents. Thus failure to visualize the dye by x-ray 
may frequently be due to its high dilution rather 
than complete absence. 

V. When there is an obstruction of the common 
duct, no bile salt appears in the bile and when the 
obstruction is removed, it gradually returns in the 
normal concentrations of its individual elements. 

Several questions were asked following the main 
address. Dr. Ravdin closed the discussion by stat- 
ing that cells of the gall bladder normally contain 
cholesterin crystals. With injury to the wall of the 
gall bladder, water enters the viscus, and if the 
cystic duct is plugged, hydrops results. Patients 
with jaundice prepared for operation with calcium 
and glucose seem to do better than the others al- 
though the reason for this is not clear. Despite the 
information derived from investigations on the gall 
bladder, the mechanism of stone formation is still 
obscure. 


SOCIETY ETINGS 
CONGRESSES AND CONFERENCES 
February 26—Harvard University. Free Public Lecture 
on Medical Subjects. See page 465. 


February 27—National Conference on Nomenclature of ” 


Disease. See page 403, issue of February 16. 
February 28—Harvard Medical Society. See page 465. 
March 1—Boston City Hospital Staff Clinical Meeting. 

See page 465. 

March 2—Clinics in Medicine at Peter Bent Brigham 

Hospital. See page 465 


~— 3—New England Pediatric Society. See page 


a 


March 3—The American Society for the Control of Can- 
cer. See page 403, issue of February 16. 

March 10 - May 12—William Harvey Society. See notice 
on page a ores of October 27. 

March ey 17—New England Physical Therapy 
Society. Pde notice on page 1010, issue of December 1. 


April 1 and June 13—The American Board of Obstetrics 
and Gynecology. See page 233, issue of January 26. 


April 5—New England Heart Association. 
on page 1011, issue of December 1. 


October 9-12—American Public Health Association. See 
page 403, issue of February 16. 
DISTRICT MEDICAL SOCIETIES 
ESSEX NORTH DISTRICT MEDICAL SOCIETY 


May 3—Wednesday, Annual Meeting. Program to be 
announced. 
ESSEX SOUTH DISTRICT MEDICAL SOCIETY 
Tentative Program 
Wednesday, March 8, Ba he omg Hospital. Clinic 5 
M. Dinner 7 P. eaker: Dr. Soma Weiss, Boston 
City Hospital. Subject: Arterial Hispertension. 


Wednesday, April 5, 1933—Essex Sanatorium, Middleton. 
aie 5 P.M. Dinner 7 P.M. Speaker: Dr. Wilson G. 
Smillie, Professor of Public Health v Administration. School 
Cot — Health, Harvard University. Subject: Common 


4, 1933—Censors’ Meeting, Salem Hos- 
pital. 3:30 P 


Tuesday, ss 9, 1933—Annual Meeting. Salem Country 
ag Forest Street, Peabody. Golf in afternoon; greens 
e $2.00. Dinrer at 7 P. M. Speaker: Dr. George ‘Burgess 
Magrath. Subject to be announced later. Ladies invited. 

R. E. STONE, M.D., Secretary. 
FRANKLIN DISTRICT MEDICAL SOCIETY 
Meetings will be held at the Weldon in Greenfield 
on the second Tuesday of March and May 
CHARLES MOLINE, M1 D., Secretary. 
MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 


The program of ais Middlesex East District Medical 
Society as follow 


March 15 at 
May, at the Meadowbrook Club, Reading. 
ALLAN R. CUNNINGHAM, M.D., Secretary. 
NORFOLK DISTRICT MEDICAL SOCIETY 


February 28, gt page 345, issue of February 9. 


March 28, 1933—Time, place and a to be an- 
nounced. Speaker will be Dr. J. P. O’Ha 


May—Annual Meeting. Time, place os ‘subject to be 


announced. 
FRANK S. CRUICKSHANK, M.D., Secretary. 
1695 Beacon Street, Brookline. 
SUFFOLK DISTRICT MEDICAL SOCIETY 
Wednesdays at 8:15 P. M. 

March 29, 1933—Clinical Program, Massachusetts Gen- 
eral Hospital. 

April 26, 1933—Annual Meeting. Election of Officers. 
cone Program—Titles and speakers to be announced 


‘bes notice 


geal Medical Profession is cordially invited to attend 
these meetings. 
WILLIAM H. ROBEY, M.D., President, 
LELAND S. McKITTRICK, M.D., Secretary. 


WORCESTER DISTRICT MEDICAL SOCIETY 


Wednesday, March 8—Dinner and scientific program 
at the seemorses "Hospital, Worcester. Program to be 
late 


dnesday, nai 12—Dinner and scientific meeting at 
jn Rutland State Hospital. Scientific program to be 
announced later. 


Wednesday, May 10—The Annual Meeting. Place and 


program to be announced later. 
ERWIN C. MILLER, M.D., Secretary. 


| 


